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PREFACE 


In January, 1921, I received an appointment at McLean 
Hospital, Waverley, Massachusetts, not as a physician but as 
a psychologist. Due to the broad-mindedness of the hospital 
authorities I had very little routine duties and was allowed 
to use nearly all my time for independent study of our pa- 
tients. I wish to express my obligation to the Trustees of 
Mclean Hospital and to its Superintendent for having offered 
me this generous opportunity. 

To the latter, Dr. Frederic H. Packard, to whom I dedicate 
this monograph, I wish, furthermore, to express my sincere 
gratitude for the invaluable teaching of psychiatry which he 
continually and open-handedly kept up, to the great benefit 
of myself and of my colleagues of the hospital staff, at the 
innumerable staff-conferences that I attended during nine 
years,—a teaching in the soundness of which I am profoundly 
confident. 

My first years at McLean Hospital were discouraging. Like 
the majority of psychologists of my generation I had been 
trained in the ways of thinking of the sensationist schools. In 
attempting to apply the sensationist doctrine to the organiza- 
tion of the material which had fallen to my lot, I repeatedly 
hit an impenetrable wall. Like so many psychologists who 
have entered the applied field, I found little possibility of 
progress along the current mechanistic line of approach. How- 
ever, I soon became acquainted with Professor William Mc- 
Dougall, whose doctrine of ‘‘hormic’’ psychology interested 
me intensely. It interested me in general because it seemed 
to offer a scientific system that helped me to understand my 
own mental life, but it interested me in particular because it 
seemed to me that Professor McDougall had himself applied 
his doctrine with remarkable success to the problems of ab- 
normal psychology. The conviction that I had here found a 
fruitful theoretical basis of my work stimulated me to a re- 
newed attack along this line and I found relief from the sense 
of futility that hitherto had oppressed me. 
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I wish to express my deep indebtedness to Professor Mc- 
Dougall for having led me to this new point of view which 
has made it possible for me to proceed with happiness and 
some profit in my studies of the mentally deranged human 
mind. 

My interest naturally came to center round the problems of 
the two great ‘‘functional’’ psychoses, the manic-depressive 
disorder and schizophrenia. I submit in this work the results 
of my endeavour to organize the clinical facts of the former 
disease under an explanatory hypothesis and I hope that this 
study may be followed by another concerning schizophrenia. 
I am particularly eager in this aspiration; for the comparison 
of the two disorders in their psychological aspects will bring 
into strong relief their essential characteristics and their 
fundamental differences. While the manic-depressive psycho- 
sis is to my mind an acute disorder which may set in at any 
time of life in individuals of a certain mental constitution, and 
from which recovery is the rule rather than the exception, the 
schizophrenic disorder is mostly a chronic aberration of per- 
sonality, consisting in a going astray, from the very beginning 
of life, from normal healthy character-formation, a perversion 
of mental growth which is also constitutionally determined 
and which may blossom into an explicit disease-syndrome, 
whenever, before the age of about forty, an individual is 
confronted with some more serious problem of adjustment, 
such as the problem of puberty, the religious problem, or the 
problem of adaptation to marital life. 

I beg all my friends and former colleagues on the staff of 
McLean Hospital to accept my hearty thanks. On hundreds 
of occasions, I have found them willing to discuss with me the 
problems and principles laid down in this monograph and I 
admit gratefully that without these discussions the principles 
would never have been evolved. 

I also wish to express my thanks to Duke University whose 
Press has undertaken the publication of this monograph, 
which, it is hoped, is but the first number of a series. 

Heuee LuNDHOLM. 

Durham, Dee. 18, 1930. 


FOREWORD 


A work of pure literature by a promising young author may 
fittingly be introduced to the public by a few words of dis- 
eriminating praise from an older writer whose work is more 
widely known. A scientific monograph should need no intro- 
duction from any other pen than its author’s. My few words 
here may, then, seem unwarranted; they may seem even to 
throw doubt on the scientific merit of Dr. Lundholm’s short 
treatise. If psychology and its ally, psychiatry, were in a satis- 
factory condition, if we had in these fields some solid nucleus 
of generally accepted fact and theory, no suggestion of any in- 
troductory words from me would have arisen. But these allied 
sciences, in spite of widespread popular interest in them, are 
in anything but a satisfactory condition. Both alike are the 
battle ground of warring sects.that have little in common, 
each using a terminology and a way of thinking peculiar to 
itself. The resulting confusion in these fields is due to no in- 
nate depravity of the contestants but rather to their intrinsic 
difficulties. The war therefore must go on; and if we fight as 
honest men, respecting our opponents while attacking their 
views, the truth will in the end prevail. Hence, when one 
finds an adherent of one’s own sect struggling manfully to 
promote its doctrines, one is justified in lending a hand in 
any way that may seem to promote the common interest. And 
I feel that I may do this in some slight degree by pointing 
out here a fact which Dr. Lundholm could not well proclaim, 
the fact, namely, that Dr. Lundholm holds a position which, 
so far as my knowledge of the field goes, seems to be unique. 
He is neither a psychiatrist nor a psychoanalyst, but what for 
the purpose of promoting our knowledge of the human mind 
and its disorders is far better, namely a well-trained and 
open-minded psychologist, who for many years has devoted 
himself to pure research among the patients of a large mental 
hospital. Moreover, he is not a psychologist of the type only 
too common among us, the type that dogmatically takes its 
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stand upon the mechanistic materialism of nineteenth century 
science, and confidently, blindly, assumes that all the problems 
of human nature are in principle already solved by a mechan- 
ical reflexology. Rather he is a psychologist who recognizes 
that the human soul still has its mysteries, that the nature 
of life and of mind and their relation to matter and the phys- 
ical world are still open questions on which all our efforts have 
as yet thrown but little light, questions in face of which the 
psychologist, above all men, needs to maintain an open, a 
humble, and an enquiring mind, an insatiable and alert curi- 
osity, a faith in the methods of science without belief in the 
ultimate validity of any of its present-day conclusions. For 
in science, as contemporary physics so clearly teaches us, there 
are no..conclusions, rather only new beginnings, new quests, 
wider. horizons.“whose~margins..fade_ forever, and forever 
from our sight.’’ This does not mean that Dr. Lundholm 
leaves unused such knowledge as physics and chemistry and 
physiology put at our disposal. He is eager to make full 
use of such knowledge, as shown by his interesting specu- 
lation in this monograph on the bodily basis of his ‘‘imperial 
moods,’’ and on the-chemical_factor in the genesis of manic- 
depressive insanity. While Dr. Lundholm rejects the prevalent 
mechanistic dogmas, he equally avoids the intellectualistic 
error that has long been the other great bane of psychology, 
the error that man’s mind is intellect alone, a system of sen- 
sations or ideas or merely cognitive capacities. He believes 
that all our intellectual structure is built upon a foundation 
of deepseated biological urges which, while making them- 
selves felt but obscurely or not at all in consciousness, impel 
us powerfully towards goals conceived, for the most part, but 
vaguely and inadequately; and he believes that the essential 
grounds of the great functional disorders of mind are to be 
sought in failure of these fundamental impulses to cooperate 
harmoniously in the way which is of the essence of healthy 
personality:~-That is to say that Dr. Lundholm belongs un- 
equivocally to the-sehool.of-thought which is now coming to 
be known as the hormie school of psychology. This school is 
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no new one; it is as old as Aristotle; but for long ages it has 
been smothered beneath the errors of intellectualism and, in 
the modern period, by the mistaken ambition to mould biology 
and psychology after the model of the physical sciences. The 
resurrection of this school of thinking seems to him, as to 
many others, to promise to bring at last steady and rapid 
progress in psychology and psychiatry and a growing con- 
sensus of opinion and effective codperation among the work- 
ers in both fields. 

Whatever then be the fate in store for the hypotheses so 
interestingly propounded in the pages of this monograph, I 
have no reserve in proclaiming his work as of a type most 
urgently needed and in expressing the hope that workers of 
his stamp, the pure research psychologist in the psychiatric 
field, may be rapidly multiplied. The psychiatrist busy with 
his practice, preoccupied with the disposal and care of his 
patients, is only in the rarest cases a psychologist, and even 
then can hardly find time for intimate study of his cases. The 
field of mental disorder offers the richest finds to the psy- 
chologist, and without psychology psychiatry must remain 
relatively barren. a 

Wiuwiam McDovueauh 
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CHAPTER I 


FORMULATION OF THE PROBLEM AND OUTLINE 
OF THE SURVEY 


The theory eecerning the manic-depressive psychosis that 
- vie ound=iethis-monograph=is; in its general 
aspect, neither new nor mine. Its_essential feature, namely, 
that this disorder has a toxic basis, has been intuitively .ac- 
knowledged_ by a large num chiatrists in spite of 
the fact that no chemist_has yetbeen able to determine t 
crucial poison. In view of the frequent occurrence in the 
ease records of manic-depressive patients, of a history of over- 
work or other forms of excessive mental strain in a period 
immediately preceding the disorder, many psychiatrists hold 


_explicitly that the poison is some kind of fatigue-product of «<—" 


( /gnetabolism, In consideration of the fact that the reaction 


type of the manic-depressive psychosis not infrequently ap- 
pears also in toxic conditions of demonstrably other origin, as, 
for instance, in the case of alcoholic toxemia, or in the case 
of various states following the over-use of sedatives, veronal, 
bromides, and what not, it may be wiser not to be too specific 
as to the nature of the toxin. This much, however, may be 
justly assumed, that the toxin promoting a manic-depressive 
reaction.is of the general nature of the depressant drug. 

The theory, as formulated in such terms, does not exclude 
that a fatigue product of metabolism may be, originally, the 
toxic agent of the disorder, either alone or in conjunction with 
some other chemical; neither does it exclude the possibility 
that, during the vicious course of the disease, a fatigue poison 
may add its effect to the original toxic influences. The latter, 
indeed, merits belief, since many patients, urged by a frantic 
drive, exert such monstruously intensive activity that fatigue 
unavoidably must result; and because, in order to explain a 
number of other symptoms of the disease, we have to refer 
necessarily to the second component of fatigue, namely, the 
lasting exhaustion of the effector system of the body, an ex- 
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haustion which lowers and sometimes nearly extinguishes the 
functional capacity of the latter. The two-component view 
of fatigue referred to here may not be sufficiently substan- 
tiated. Particularly may some doubt be attached to the im- 
portance of the toxic factor. Be that as it may, if a fatigue 
poison participates in the production of manic-depressive 
symptoms, its function, like the function of any depressant 
drug, is essentially to disturb the proper integrative distri- 
bution of psycho-physical energies, while the exhaustive com- 
ponent of fatigue refers to the reduction in capacity of the 
effector system to transform and generate psycho-physical 
energies. 

As long as the bio-chemical work on the manic-depressive 
patients has not revealed the causative toxin of their disease 
and as long as a possible effect of a possible toxin on their 
nervous system has not been observed under the microscope, 
the theory will retain the earmarks of a hypothesis or a sheer 
speculation. Yet psychological considerations may be brought 
to bear on it in some measure. If, under certain broad as- 
sumptions which concern, on the one hand, general psycho- 
physical interrelations and, on the other, the general effect 
of the depressant drugs on the nervous system, it can be 
demonstrated that a large variety of the major symptoms of 
the psychosis fre reasonably interpretable as the psycho- 
logical reflection of the effect of the latter type of drug, this 
will indirectly support the toxic theory, in spite of the hith- 
erto negative chemical evidence of the presence of the drug. 
I shall endeavour to undertake such demonstration in this 
thesis and I proceed immediately with formulating the basic 
premises. 

However hesitatingly we may express a definite opinion 
about psychoneural interrelations in view of the insufficient 
knowledge of both the topography and function of neural 
structure, such assumption as the following will probably not 
be too bold: The gradual acquisition, during mental growth, 
of adaptive integration of our cognitive-conative propensities 
into personality is probably concomitant, on the physical 
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plane, to the gradual acquisition of integrative communica- 
tion between neurones and neurone systems on the higher 
level of the nervous system, especially on the cortical. This 
is the first premise for the coming discourse. The second, 
which we may formulate also without being too overspecific, 
is aS follows: The influence of a depressant drug on the 
nervous system is essentially to disturb or derange, in a gen- 
eral way, this neural integration of the higher brain-level, so 
as to produce, psychologically, exactly the state of general 
disintegration of personality. 

_ Writers, like Prof. William McDougall, have spoken of this 
effect of the depressant drug on the nervous system as a 
‘‘general dissociation of the brain,’’ and this choice of term 
has been determined by the hypothesis that the drug attacks 
the neural matter at synaptic junctions. It is assumed to pro- 
duce in these an increase in resistance towards nervous flow, 
and thus a kind of relative falling apart or isolation of neu- 
rone systems which, in its turn, deranges their proficient 
integrative function. Recent evidence from the physiological 
laboratory, particularly the work of Lashley, has tended to 
throw some doubt upon the validity of such synapse theory, 
and although in the following I shall adopt the term ‘‘gen- 
eral dissociation of the brain’’ as a denomination of the toxic | 
effect in question, I wish to emphasize my reservation as to its 
specific nature. 

The two premises above, on the one hand, that the growth 
of mental integration into personality and the growth of 
neural integration on the higher brain-level are two aspects | 
of one and the same development, and on the other hand, that | 
the effect of the depressant drug on the nervous system is | 
essentially to derange generally this neural integration, we 
assume to be valid in their general formulation. If this is| 
correct, the truth of the toxic theory of the manic-depressive 
psychosis will be indirectly supported in proportion to the 
measure in which we can show that the majority of its ob- 
servable manifestations are exactly of the kind that would 
be expected if all the effects of adaptive integration tempo- 
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rarily disappeared. We must keep in mind that, although gen- 
eral\ disintegration of mind may be also the result of cortical 
atrophy or of structural devastation of the cortex by a germ, 
these possibilities are excluded from the manic-depressive dis- 
order by the fact that the disease is only temporary and that 
full recovery from it is the rule. Consequently, if its symp- 
toms in the analysis should turn out to be essentially disin- 
tegrative, the nearest explanatory reference remaining would 


‘be the reference to a toxemia. The evaluation of the symp- 


toms, and the determination of their relation to a disin- 
tegrative process, has to be based on an intimate appreciation 
of the effects which, in the ontogenetic mental growth of man, 
the adaptive integration aims at and accomplishes. 

The last paragraph formulates the problem of my thesis: 
to investigate the interpretability of the manic-depressive 
symptoms as ramifications of general disintegration of per- 
sonality. As this investigation, which will be carried out en- 
tirely in the psychological realm, during its progress will 
bring. us in contact with a vast material of facts, principles, 
and theories, intricately interrelated and depending upon each 
other, it may be profitable for the clarity of my presentation 
to offer a general outline of the course of the survey. 

The discussion will fall into three parts, which will be fol- 

lowed by a general summary in the form of a diagram, and 
by a short paragraph on the theoretical conclusions of the 
investigation. 
Part I, which is intended to prepare for the analysis of the 
manic-depressive symptoms, lays down the essential-aims and 
effects of the normal adaptive integration of mind into per- 
sonality, and discusses the two principles or processes involved, 
in the ontogenetic growth of adaptive integration, namely, the 
processes of sublimation and repression. 

Part II deals with the manic-depressive symptoms which 
are directly understandable as the result of a process of tem- 
porary general disintegration of personality. It also deals 
with a number of reactions which are accessory to or super- 
imposed upon these directly disintegrative symptoms. The 
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disintegrative symptoms fall into three syndromes, correspond- 
ing-to three levels of profundity of disintegration and a2 to 
three stages of depth of psychosis. 

Part III deals with the three ‘‘imperial moods’’ of the 
manic-depressive psychosis, the feeling of omnipotency, the 
feeling of inadequacy, and the feeling of unreality. The two 
first of these cannot be explained merely as the result of a 
disintegrative process, but have to be referred to a constitu- 
tional trait of the patient, the cycloid trait. The intensifica- 

tion of these moods in the psychotic state, on the other hand, 
' can only be understood by a reference to the disintegrative 
| process. The third of the ‘‘imperial moods’’ can be directly 
/ explained by a disintegrative process. Part III also deals with 
a number of reaction-forms which are either the product of 
the moods themselves or the product of the joint effect of the 
moods and the reaction-tendencies which are directly deter- 
ined by the disintegrative process. 


CHAPTER II 


Tue ADAPTIVE INTEGRATION oF Minp By PHE PROCESSES OF 
SUBLIMATION AND REPRESSION 


Adaptation, in the human being, is in its most important 
aspect adaptation to the imperative necessity of group-life. 
The gregarious instinct, the potential of our desire to live in 
hordes, does not in itself lead us to adaptation. It is primarily 
egotistic in its goal and urges man and animal to join the group 
for the sake of their own protection. True adaptation can 
only take place by virtue of a sentiment in which the gre- 
garious impulse enters into conjunction with the protective. 
Only through such sentiment can the group be appreciated 
as a value higher than the self, and as an object, the welfare 
of which is even more important than the welfare of the self. 
Only through such sentiment will the group be looked upon 
as something that should be protected and promoted even at 
the expense of the self. And promotion of the group at the 
expense of the self means, in one of its phases, inhibition of 
egotistic urges for the sake of altruistic group-furthering 
ideals, which in its turn is one of the essentials of adaptation. 

The adaptive integration of human mind is a process of 
mental growth; it is a matter of development of adaptive hab- 
its by continual exercising of adaptive conduct. It is a grad- 
ual process beginning in early childhood and lasting unto the 
very climax of manhood and womanhood. In accordance with 
the claim of the previous paragraph it is, in one of its aspects, 
a process of acquisition of habitual inhibitions, one phase of 
adaptive conduct being inhibition. The habitual inhibition 
concerns the crude egotistic manifestations of primitive in- 
stinctive drives. There are two principles determining the 
growth of adaptive integration. The ideal principle as far as 
proficiency goes is called sublimation. A less proficient prin- 
ciple which aims at adaptive integration but which reaches its 
goal only with partial success is the process called repression. 
Both sublimation and repression are in essential part processes 
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of inhibition. Neither of them can be even remotely under- 
stood except by a theory of inhibition by drainage, such as 
has been suggested and is maintained by Prof. McDougall. 
__ Sublimation may be defined as the substitution of the goals 
-of the crude egotistic instinctive strivings by increasingly 
‘higher social, moral, or altruistic goals. Or, as Prof. Me- 
Dougall expresses the matter, ‘‘The essence of sublimation, 
broadly conceived, is the raising of the moral plane upon 
which the energies of our native tendencies are expended....’’ 
(Bibliographical Reference 8, p. 134.) Such substitution in- 
volves the inhibition of the crude drives by a drainage of 
their energy into social, ethical, and altruistic channels, a 
drainage by which the instinctive energies come to be utilized 
and manifested in constructive social activity. The integra- 
tion of the social sentiments under a dominating altruistic 
ideal is merely the highest attainment of proficient habitual 
sublimation. It is the adaptive integration par excellence 
and represents the only profoundly sound personality growth. 
Any application of a theory of drainage to the problems of 
inhibition presupposes that the draining impulse possesses a 
primary energy of its own in addition to which it assimilates 
and utilizes for its purposes the energies of the drained im- 
pulse. The primary energy of any sublimating sentiment I 
have claimed to originate ultimately in the protective in- 
stinetive drive or, in other instances, it may be the effect of a 
joint generation from the protective instinct and the sub- 
missive. To clarify this point I permit myself to re-state 
~ briefly the description of the socialization of the child which I 
have submitted in a previous paper (Bib. ref. 3). The growth 
of altruistic character in the child and the adolescent takes 
place ‘‘stepwise’’ and is induced by the suggestion from the 
side of parents and teachers of increasingly higher altruistic 
goals to be followed. But the acceptance by the child of the 
higher goals is not merely an intellectual process, it is also 
affective. The goal suggested by the parent has no meaning 
to the child until it has become associated with some source of 
energy by which association it can generate an impulse to 
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activity and particularly to corrective activity relative to the 
erude drive. This is in concordance with one of the most im- 
portant principles in psychology, namely, that meaning is 
determined by striving. Such association has consequently 
to be built up by the parent along with the presentation of 
the higher goal as an alternative. In telling the child about 
the desirability of doing so and so, instead of giving vent to 
the primitive drive, the parent has to appeal to and evoke his 
protective impulse, make clear to him that the erude act will 
cause distress to others, will hurt others, and so forth. This, 
only, will give real meaning to the new goal, a meaning that 
is determined by the evocation of the child’s tender impulse. 
Such method of socialization can naturally be used first when 
the child has reached an age when he is capable of appre- 
ciating his social environment. Previous to this the social- 
ization of the crude tendencies may proceed by evoking the 
submissive impulse which is capable of being brought into 
activity by objects far less differentiated cognitively than 
those releasing the protective impulse. The old-fashioned 
method of scaring the child to make him behave is danger- 
ously liable to failure in the long run, and the failure of such 
procedure in the establishment of true social character lies in 
the fact that, here, appeal is made to one egotistic drive, the 
instinct of escape, in order to correct another. The same 
danger threatens when, appealing to the acquisitive instinctive 
tendency, you make the child behave merely because of the 
reward he is expecting. Sublimation on any level of devel- 
opment follows in general the simple formula I have laid 
down for the socialization of the child; or, in other words, 
what I have spoken of here as the socialization of the child is 
really the earliest form of sublimation. This may be enough 
to clarify my assertion that the primary energy of any sub- 
limating sentiment is ultimately drawn from the protective or 
tender instinctive impulse. 

It is important to notice that, on each stage of develop- 
ment, before sublimation has become a habitual process, the 
act of sublimation may be in strong conflict with a lower 
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striving, and that, at such state of affairs, each instance of 
successful sublimation may be looked upon as a conflict-solu- 
tion, a solution of a battle between a crude impulse and the 
substitutive higher alternative one. Such conflict may occur 
on any stage of individual development. It is not confined 
merely to childhood or early adolescence. Even the highest 
ideals of manhood may have a period subsequent to their con- 
ception, when they are in conflict with less sublime impulses, 
and when the final assimilation of the energy of the latter 
succeeds first after severe conflict. (Example: Christ’s con- 
flict in the garden of Gethsemane.) Each successful sub- 
limation, however, strengthens the sublimating impulse and 
in strong and healthy character, the ideal result of adaptive 
integration, the altruistic master-sentiment performs easily 
and smoothly the inhibitions of lower desires which are nec- 
essary for its purposes. 

It is also important to notice that, although sublimation 
assimilates with the primary energies of the sublimating im- 
pulse the forces of the crude instinctive drives, utilizing these 
forces in high, constructive, and ethical activities, this is not 
equivalent to a complete eradication of natural instinctive 
expression. The maintenance of both the individual and the 
race requires some working of our instincts along their natural 
routes; but for the allowance of the food-seeking impulse, the 
sex impulse, the acquisitive impulse, and so on, humanity 
would vanish shortly. Sublimation does not kill the natural 
impulses, but it brings them under control of the higher ones; 
it introduces, for instance, proper deliberation in the admis- 
sion of their natural manifestations and it even refines their 
natural expression, subdues it in the sense of depriving it of 
its cruel animal beastliness. Thus, in western civilized people, 
the working of the socialized sex-instinct is deprived of its 
sadistic component, which oftentimes is openly displayed on 
the animal plane, and which is obvious in the love-life of many 
primitive people, while in others it has undergone a primal 
form of sublimation in the ritualistic violent abduction and 
rape of the bride. The effect of sublimation on the working 
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of the natural impulses can be brought into relief if we con- 
sider the following. The crude, instinctive reactions, as seen. 
in animals and in non-civilized people, are all tantrums. This 
means that they assert themselves in their fullest intensity 
immediately upon the evocation of the desire by the presence 
of the proper exciting object. As Prof. McDougall writes 
concerning the primitive man: ‘‘In all things he will be pas- 
sionate and unrestrained; so that, as in the famous instance 
described by a traveller ... he may, though a tender father, 
in a moment of violent anger seize his child by the ankles, 
dash out its brain against a rock, and then nurse its corpse in 
genuine grief... .’’ (Bib. ref. 8, p. 184.) Sublimation modi- 
fies the crude instinctive reactions from tantrum responses into 
controlled outlets of desire, partly by introducing proper de- 
liberation in their allowance and partly by dismantling them 
of their crude, inconsiderate violence. 

There is little doubt in my mind that individuals differ in 
capacity to sublimate. In fact, there are few individual differ- 
ences of character that stand out to the un-prejudiced observer 
of his fellowmen as clearly as the difference in this trait or 
potentiality. In view of the fact that negative capacity to 
sublimate so frequently seems to reflect itself all through the 
life of certain individuals, while, on the other hand, others 
seem to be able to accomplish easily the inhibitions necessary 
for social adaptation from the very beginning of their dis- 
play of social conduct, I have assumed that the positive and 
negative capacity of sublimation has a constitutional basis, 
and I believe it proper to refer them to the two constitutional 
traits which, in several previous articles, I have discussed as 
the A- and E-tendencies. 

The theory of constitutional A- and E-tendencies, or tend- 
encies to develop altruistic sentiments on one hand and ego- 
tism on the other, I presented for the first time in 1926 (Bib. 
ref. 2). Since then the concept of these tendencies has under- 
gone certain modifications in my own mind, in that I have 
come to consider them as true traits of ‘‘disposition’’ in the 
sense Prof. McDougall gives the term disposition, when he 
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uses it with its narrower connotation. ‘‘A man’s disposition,’’ 
writes McDougall, ‘‘is the sum total of his instinctive tend- 
encies. It is possible that in some individuals one or more of 
the instincts may be wholly lacking, as seems to be the case in 
some domesticated animals. But, apart from that possibility, 
it seems clear that individuals inherit the instinctive impulses 
in very different degrees of strength. Thus there are men 
and races in which the instinct of curiosity seems to be in- 
nately feeble, others in which it is innately strong. The same 
seems to be true of other instinctive impulses, notably sex, 
fear, anger, self-assertion, and submission, and the gregarious 
impulse ...’’ (Bib. ref. 6, p. 851). Lining up the general 
character of altruistic and egotistic conduct with this concept 
of disposition, I have come to feel that the constitutional pre- 
determinants of inclinations in one or the other direction, to- 
wards altruism or egotism, may be properly considered to be 
dispositions of the following types: corresponding to the A- 
tendency, a disposition in which by birth the protective tend- 
ency is strong and in which a submissive tendency properly 
balances the assertiveness; corresponding to the E-tendency, 
a disposition in which by birth the protective instinct is weak 
or absent, and the submissive tendency also of undue weak- 
ness. In accordance with this concept of the two tendencies 
I now call them A- and E-dispositions. : 
This modification of the interpretation of the concepts was 
foreshadowed in my paper on Confusion published in 1929 
(Bib. ref. 3) ; it was also definitely stated in a separate paper 
read at the International Psychological Congress in New 
Haven on September of the same year (Bib. ref. 4). 
The reference of positive and negative capacity to sublimate 
to the A- and E-disposition seems proper if we review what I 
have brought out earlier in this paper concerning the healthy 
|_erowth of personality integration. I have endeavoured to 

show that a sublimating sentiment always derives its primary 
_7 energy ultimately from the protective instinctive impulse or 
from the protective and the submissive in conjunction. This 
would mean that proficient sublimation would be conditioned 
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by a disposition in which these two impulses were strong by 
birth. On the other hand, it would mean that incapacity to 
sublimate may have its root in a constitutional deficiency of 
these two instincts, or in a disposition in which these were 
weak or absent by birth. It is merely to state such a situation 
in other words when we say that the positive capacity to 
sublimate is constitutionally determined by the A-disposition 
and the negative capacity to sublimate is determined by the 
E-disposition, these two terms being adequate to the two kinds 
of dispositions described. 

Let us now consider those individuals whom we have hypo- 
thetically claimed to be born with E-disposition, in other 
words, the born egotists. We have to acknowledge properly 
that even egotistic individuals are capable of a certain meas- 
ure of adaptive adjustment to the codes of conduct of their 
group. Such adjustment implies the existence of some meas- 
ure of control of the crude egotistic drives, some measure of 
inhibition for the benefit of the social institution, in short, 
some measure of adaptive integration of personality. The 
growth of personality integration in the born egotist is, how- 
ever, promoted by vastly different processes than the ones in- 
volved in the integration of mind under altruistic master- 
sentiments. The egotist cannot sublimate, for the simple rea- 
son that he cannot acquire altruistic sentiments, sufficient 
primary energy not being derivable for such sentiments be- 
cause of the constitutional weakness or absence of the pro- 
tective instinctive impulse. The process involved in the in- 
tegration of his mind is instead, I suggest, essentially the 
process of repression. 

Repression like sublimation is a mode of dealing with con- 

~“flict; repression like sublimation involves inhibition. But, 
while in sublimation the inhibiting agent is a dominating al- 
truistic master-sentiment, deriving its primary energy from 
the protective instinctive drive and draining the energies of 
the conflicting impulse into socially purposeful goals which 
promote the maintenance of moral ideals, the inhibiting agent 
in repression is, in most instances, an egotistic fear of social 
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disapproval, of painful friction with one’s fellow-beings. In 
other instances it may be such fear in conjunction with a 
purely egotistic desire for approval. In repression there is 
no wholehearted appreciation of the value of the social con- 
duct per se, as promoting the welfare of the multitude; there 
is no joy in the constructiveness of the socialized conduct- 
form in itself, because such value and such joy would only 
have meaning if carried primarily by the protective impulse ; 
instead there is, deep in the heart, a nagging grief at the nec- 
essity of checking too abundant egotistic conduct, even if the 
fear of disapproval or the egotistic desire for social approval 
is dominant enough to accomplish the inhibition. The conflict 
is thus never fully solved by repression. The overt expression 
of the conflicting impulse may be controlled, but the desire 
may remain in consciousness and conflict on the imaginative 
plane with the adjustive sentiment, whatever the latter may 
be. As repression becomes habitual, the conflict may be elimi- 
nated entirely from consciousness, but even under such con- 
dition it may continue on the subconscious level and wear on 
the strength of the individual, sometimes to a degree so as to 
produce exhaustion-disorder. There is abundant evidence for 
the existence of such subconscious conflict in the material 
brought forth by the mental exploration of the subconscious 
mind of the psychoneurotics. To summarize, we may say that, 
while repression aims at adaptive integration, by its inefficient 
modus operands even when habitual, it really produces a split- 
ting of personality. It succeeds superficially to integrate 
adaptively the visible, overtly acting individual, but, in so 
doing, it establishes a second subconscious personality part. 
All the egotistic wishes which by habitual repression have 
been deprived of conscious recognition form an autochthonous 
cosmos which, by virtue of its own dominant, may become 
integrated into a subconscious character. This subconscious 
personality-part, accumulating continually the crude egotistic 
desires, may continue to conflict, on the subconscious plane, 
with the nuclear self, while the latter or the personality-part 
which expresses itself overtly and socially, superficially seen 
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may present a fair measure of adaptiveness. We may assume 
that, in contrast to repression, the process of sublimation, by 
virtue of its higher efficiency as an inhibitory process, pro- 
duces a successful adaptive integration of the total person- 
ality under one dominating master-sentiment, so that, when 
the process has become a strongly established habit, this sen- 
timent has under its control, not merely the temporarily con- 
scious and overtly active self, but also all the extra-conscious 
potentialities which may become activated and strive to assert 
themselves either consciously or subconsciously. 

I hardly need to say that the perfectly healthy integration 
of mind, which would result from a growth of personality in 
which only the process of sublimation has been involved, is 
an abstract ideal, just as the opposite growth of integration 
involving only repression is an abstraction. The average nor- 
mal man and woman probably both repress and sublimate, 
with a preponderance, however, of the process of sublimation. 
The relative involvement of the two processes in the individual 
growth of mind I maintain to be probably constitutionally 
determined by the prevalence of A- or E-disposition. 

The discussion of sublimation and repression which I have 
submitted here may seem rather speculative. It should be 
kept in mind, however, that the two concepts are hypothetical 
and that their only criterion of validity and realness is the 
pragmatic one of their usefulness in the explanation and or- 
ganization of human experience. Such being the case, we 
must, in formulating the concepts, strive to define their nature 
in such terms as to give them the maximum measure of utility 
value. This I have endeavored to do in my previous dis- 
cussion, and I believe that the two principles of sublimation 
and repression, understood accordingly, form an important 
link in the structure of basic presumptions on which system- 
atic normal and abnormal psychology is founded. 
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CHAPTER III 


MaAniIc-DEPRESSIVE Symptoms DirEcTLY REFERABLE TO A 
GENERAL DISINTEGRATIVE PROCESS . 


Knowing now, in general, about the nature and aim of 
adaptive integration as promoted, in its ideal form, by the 
process of sublimation and, in its inferior form, by the process 
of repression, we may proceed to the survey of the more typical 
symptoms of the manic-depressive disorder. As we shall see, 
such survey reveals that the majority of the disease symptoms 
can be understood as an undoing of the very effects that 
adaptive integration aimed at and endeavoured to establish 
more or less successfully in the mental growth of the indi- 
vidual. More specifically the survey reveals that a large num- 
ber of the major symptoms can be grouped in three categories, 
depending upon the profundity of general disintegration, or 
upon the degree of general breaking down of adaptive inhi- 
bition by which they are determined. The categories can be 
rubricated as follows: 


1. A group of symptoms which represent the breaking 
down of the very weakest adaptive inhibitions, those 
which, during the growth of integration, have been 
established essentially by the process of repression. 
These symptoms we may call manifestations on the first 
level of profundity of disintegration. 


2. A group of symptoms which represent the breaking down 
of more profoundly moulded adaptive inhibitions, re- 
sulting chiefly in a liability for tantrum emotional re- 
actions. Superimposed on this condition occur a multi- 
tude of judgment-defects and delusions determined by 
the preponderance of affective as compared with rational 
thinking, which is the natural consequence of the su- 
premacy of the emotion in the tantrum response. These 
symptoms we may call manifestations on the second level 
of profundity of disintegration. 
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3. A group of symptoms representing the breaking down 
of even the most profound adaptive inhibitions, result- 
ing, so to speak, in the return of cosmos to chaos when 
disparate impulses, simultaneously activated, contin- 
ually conflict with and deadlock each other in a non- 
purposeful manner, bringing about blocking and dis- 
tortion of adaptive conduct. This condition is essen- 
tially what the psychiatrists call ‘‘confusion,’’ and its 
symptoms may be spoken of as manifestations on the 
third level of profundity of disintegration. 


As the three symptom groups, in the order given, represent 
psychologically an increase in profundity of a disintegrative 
process, they also represent medically an increase in sickness 
of the patient. In illustrating the different symptoms of the 
eroups, we can adopt, consequently, the method of following 
the progress of the psychosis from its onset to its climax. 

The manic-depressive psychosis may begin either with a 
mild general feeling of Imergased patency or with a mild gen- 
eral feeling of inadeqnacy. What agent selects and deter- 
mines these= fal moods is not known, but I shall suggest 
later a tentative hypothesis concerning this most difficult prob- 
lem of the disorder. 


Whether the onset is colored by the positive-or-the -nega- 


feature, namely, a gradually increasing egotism of the patient, 
a trait which expresses itself in an inclination to over-consider 
and orervaluste the self and everything referred to it. This 
inclination has 1t8 negative reflection in an increasing tendency 
to disconsider the opinions and feelings of others. It is true 
that in the hyper-potent or hypomanic phase, a patient often 
manifests interest also in the outside world, its situations and 
people, but this only so far ag these are objects to be imposed 
upon by himself. Thus a woman patient who during fully 
healthy condition took life leisurely, leaving reform to the re- 
formers, in an onsetting hypomania gradually developed an 
eager interest in the neatness of the public thoroughfares of 
Boston. Possessed by such interest, she wrote the mayor of 
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the city, urging him to promote legislature against throwing 
~wastepapers on the Common. The same woman, in another 
attack whieh occurred while she was staying in Paris, began 
to be concerned somewhat disproportionately with the un- 
hygienic effects of women’s skirts. In her desire to reform 
the mode of dress of her fellow-sisters, and in her exalted 
confidence in her own proficiency in promoting such reform, 
she found it proper to walk around in breeches, thus making 
herself the laughing-stock of the pedestrians on Boulevard 
Montparnasse. These are examples of typical hypomanic acts, 
characteristic of one of the onset phases of the manic-de- 
pressive disorder. Superficially they may seem altruistic 
enough, but the profound driving motive of the patient is the 
egotistic desire for self-display, and behind the act is an undue 
egotistic over-evaluation of his own capacity in life, coupled 
with a diminished appreciation of what his position properly 
permits. : 

If the manic-depressive psychosis sets in with a mood of 
inadequacy, the picture will in general look as follows. The 
egotistic tendency of the patient to over-consider and over- 
evaluate any matter of personal reference here leads him to 
develop undue touchiness concerning himself; this promotes 
worry; it exaggerates, subjectively, any difficulties, gives a 
nagging edge to half-forgotten conflicts and adds new ones. 
It also makes him abnormally over-conscientious in his own 
duties and activities, which again increases his subjective dif- 


ficulties i long wi is daily routine.-The divine 
a ealthy city of laissez faire seems to have left the 


patient’entirely. His pencil breaks as he figures an account; 
he becomes unduly vexed. His mail is delayed; he thinks the 
postman purposely goes to the neighbors first. The office boy 
has a cough; he thinks Jack coughs in order to-annoy him. 
His chief is in-a hurry; he thinks that the latter did not greet. 
him in a friendty manner because he is dissatisfied with his ) 
work. The closing of his books shows a little less profit than 
the ‘previous month; he thinks that business is going to pieces. 
He has a pain in his back; he thinks, ‘‘I will be laid up for 
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some time and lose my position.’’? Andy tells Sandy a joke in 
the street car; he sighs, ‘‘I used to like jokes formerly.’’ A 
bridal party exits from a church as he passes; he thinks dole- 
fully, ‘‘I, too, was once in Arcadia.’’ 

Hundreds of small annoyances like these are typical of the 
inadequate onset of the manic-depressive disorder; hundreds 
of vaguely morbid reactions due to the egocentric flow of all 
associations, which gives every incident, even the most insig- 
nificant one, a personal reference, and a personal reference 
which is colored by the mild melancholia of the inadequate 
mood. 

Whether the onset of the manic-depressive disorder is char- 
acterized by euphoria or by feeling of inadequacy, the com- 
ing to the surface of egotism sets up a vicious circle of pro- 
foundly fatal significance. The reaction tendencies of ego- 


_ tism, each time they find expression, reinforce the general 


- egotistic inclination, and make the egotistical attitude habitual. 
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It leads, in both phases of disorder, to over-exertion and to 


“physical and mental stress, hus producing fatigue which as- 


sumably promotes further .b aking down. It intensifies also 
Ahe mood ee aaa the condition, causing it to grow, in 
hase, into a 4 tnonstrous feeling of omnipotency; in the 
_ get tea paralyzing or frantically agitating depression. 
By eae however, the second level of profundity of 
a ratetecration is probably already reached, and its specific 
symptomatology complicates further the disease picture. 
Another manifestation of the preponderance of egotism in 
the onset stage of .the-manie- depressive. disorder is the grad- 
ually decreasing ‘sug@éstibility of the patient. Both the 
euphoric and the inadequate patients seek an audience, the 


| former for his hypomanic schemes, the latter for his com- 
i. pane and both see wi 


egotistic satis 


t attention 


, even eaioa it Gath vexation and irritation. Bu cannot 


he hypbynanic that his device is disproportionate to. 
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the need, nor can you convince the anxious that his worry is 
out of proportion to the situation. Your word is feather- 
weight as compared with the lead-weight of their hard-cast 
opinions. This makes corrective interference from the side 
of the physician hopelessly ineffective, and, from the very be- 
ginning, psychotherapeutic practices of little avail. 

The appearance of egotism in the onset stage of the manic- 
depressive disorder is the general rule, although exceptions 
are seen, and I believe it proper to refer this phenomenon to 
a breaking down of the lighter inhibitions which during nor- 
mal healthy condition have been maintained by repression. 
The manic-depressive patient should accordingly be thought of 
as a person who prepsychotically has been able to handle his 
egotistic inclinations so as to check by repression their most 
offensive expression. This would have resulted in the accumu- 
lation of a subconscious personality-part of exaggerated ego- 
tistic character, which may have conflicted subconsciously 
with the nuclear self, but the desires of which would have 
been eliminated from conscious reflection and overt expression 
by a process of repression. We are, indeed, forced to such 
assumption for the simple reason that an acute disease cannot 
possibly be conceived of as creating personality traits; it can 
mostly bring out traits which previously have had a hidden 
existence as part of the individual. As, undoubtedly, the con- 
cealment of these traits has been the result of an inhibitory 
process involved in adaptive integration, the coming to the 
surface of the hidden tendency naturally suggests an opposite 
principle or a breaking down of inhibition. Such breaking 
down of inhibitions would again indicate the working of a 
disintegrative process and the symptoms referred to would be 
explained ultimately as the result of it. 

If this interpretation is correct, we have to ascribe some 
significance to the constitutional E-disposition as promoter of 
the manic-depressive disorder. This is evident first in the re- 
spect that the E-disposition has made difficult the more suc- 
cessful mode of ae inhibition which | is attal ed by the , 
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adaptive integration by repression. The latter mode of pro- 
cedure leads, as we have previously seen, to the establishment 
of the egotistic subconscious personality-part. But the effect 
of the E-disposition stretches, indirectly, even further, in that 
this egotistic personality-part, for the accumulation of which 
it is responsible, once brought into dominance by the disin- 
tegrative process, sets up the vicious circle I have just de- 
scribed and increasingly accentuates its fury. The role of the 
E-disposition in the manic-depressive psychosis was called to 
attention, for the first time, in my article on the manic-de- 
pressive psychosis of 1926 (Bib. ref. 2). I have had no reason 
since to modify my view, although I fully appreciate the fact 
that there is no theoretical ground whatsoever why a person — 
who has been capable of successful sublimation in the major 
part of his adaptive habit-formation, under the influence of a 
sufficiently strong disintegrative agent, may not also develop 
the typical manic-depressive syndrome. 
Among symptoms, other than the egotism, w which appear in 
certain cases in the onset stage “of the manic- depressive psy- 
chosis and which we ean refer also to a first breaking down of 
the weaker, acquired adaptive inhibitions, are a number of 
obsessive tendencies, both of the compulsory and the phobic 
type. In order to understand their appearance we have to 
keep in mind that a mild form of such tendencies is not un- 
common in some people even during normal health. We have 
all met individuals who display a vague touch of the famous 
folie du doute, those people, for instance, who have to return 


precensnerecnne 


twice to assure themselves that they locked the safe on leaving 
their office, or that they put the wet umbrella in the rack and 
not on the floor, and so on. Other forms of compulsions are 
common in children. We have heard about the boys and girls 
who always try to walk only on every third pavement stone, or 
who have to take two steps at a time in the stairway even if the 
situation requires no unusual haste. I can myself record such 
a compulsion which haunted me during a certain period of 
my childhood. It consisted in an imperative impulse to do a 
very definite series of acts always three times, nine times, or 
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twelve times. I can remember having a notion that if I did 
this, I would find things in the street. It is true that I was 
an unusually lucky child in finding lost objects on the side- 
walk, a fact that I can explain now by a habit which I have 
maintained throughout my life of carrying my head some- 
what bent forward in walking and consequently my eyes on 
the ground, but how I came to associate this luck and its pro- 
motion with the multiplication of certain acts, I cannot give 
the least account for; yet I have to admit that there are oc- 
casions still when the impulse to such multiplication comes up. 

What I want to call to attention by my examples is the 
fact that compulsive desires of the kind described are prob- 
ably rather common. How they develop is difficult to say; 
this, however, is true that the healthy, normal adult is capable 
of checking them whenever they appear; he checks them not 
because they conflict severely with his ethical ideals, but 
merely because they seem absurd and laughable and would 
make him mildly ashamed if he fell for them in society. They 
are, we may say, under a continual mild inhibition by re- 
pression. Such being the case, it would again seem highly 
probable that the acute coming to the surface of similar com- 
pulsive tendencies is due to a general disintegrative process 
which breaks down the above inhibition. Exaggerated folie 
du doute is not uncommon in a beginning depression, and even 
the absurd compulsions of the type shown in children some- 
times become manifested in the onset stage of the psychosis. 
Thus I have seen a mildly inadequate patient develop a com- 
pulsion to step over the threshold of his room always with his 
left foot first and, if by mistake he should have done it the 
other way, he had to return and do it again in conformance 
to his compulsion. In extreme instances, abundant series of 
such compulsions may nearly paralyze any conduct expression 
of a patient. 

The obsessions of the phobic type which oftentimes appear 
in the manic-depressive psychosis already in the onset stage, 
should be understood along similar lines. We have all, even 
normally, so called idiosyncrasies, individual likes and dis- 
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likes. Sometimes our dislikes may be rather unreasonable and 
not rationally founded and in such eases we keep them to our- 
selves, we do not talk about them and we check their expres- 
sion. This is a manifestation of adaptive inhibition, and like 
the other adaptive inhibitions they break down in the disease. 
Thus idiosyncrasies and the tendency to develop such may be- 
come exaggerated, and their expression become devoid of 
proper social checking. The step from dislike for an object, 
particularly as accentuated by a loss of critical inhibition, to 
fear of the object is very short, and in manic-depressive pa- 
tients we may observe real phobic tendencies attached to an 
object. 

Although we may acknowledge that the appearances of 
obsessional tendencies in the psychosis have their root in the 
individual moulding of the patient by his own past experience 
and, thus, may have a psycho-genic basis, these tendencies are 
of no psycho-therapeutic significance in the sense that they 
indicate a profitable lead to curative mental exploration, as 
is the case in certain psychoneuroses. It is not so much the 
specific compulsions and the specific idiosyncrasies of early 
psychogenic origin which come to expression, as it is the gen- 
eral obsessional tendency, and this tendency may seek a variety 
of objects in the present. In certain instances, however, an 
idiosynerasy which has existed prepsychotically may also be 
brought into exaggerated relief and may be reacted to openly 
in the disintegrated condition. In either case, whether it is 
only the general obsessional tendency: or the specific, previ- 
ously cast obsession which manifests itself to extreme, it holds 
true that the abnormal reaction is one that is handled and 
controlled properly during healthy life and will again become 
handled and controlled as soon as the disintegrative agent is 
removed and the normal state of mind re-established. 

The symptoms I have spoken of up to this point, that is, the 
gradual attainance of dominance of the normally checked ego- 
tism with all its accessory ramifications, and the mild ob- 
sessional tendencies which come to the surface in certain cases, 
are not yet considered as psychotic. The depressive syndrome, 
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in the mild form described, would still class the patient as a 
case of psychoneurosis, neurasthenic type, and the mildly 
manic syndrome would only be mentioned as a hypomanic 
condition. The conduct of the patient becomes definitely psy- 
chotic first, when the supremacy of emotional life begins to 
impair gravely his adaptive judgment. This goes parallel 
with the development of liability for tantrums, when detached 
impulses immediately on their evocation force themselves into 
expression with supreme intensity and without critical delib- 
eration. As one of the aims of adaptive integration consisted 
in the control of crude instinctive reactions, a control which 
modified these from tantrums into deliberate and civilized 
expressions of desire, we may properly interpret the liability 
for tantrums of the psychotic patient as the result of a fur- 
ther breaking down of adaptive inhibitions and thus of a pro- 
gressive process of acute general disintegration. The stage 
of disorder where this liability is the most pronounced disease 
manifestation I have chosen to call the second level of pro- 
fundity of disintegration. 

The lability for tantrums on the second level of profundity 
of disintegration develops slowly and gradually, just as the 
coming to the surface of egotism in the onset stage. In fact 
this liability may be said to grow gradually out of the state 
underlying the vaguely hypomanic act on the one hand and 
out of the somewhat undue tendency for worry and mild ap- 
prehension on the other. Its early expressions may be fairly 
innocent, as in the case of a young girl who has recently been 
under my observation. The first act that appeared peculiar 
in this girl was that, one afternoon when her parents were 
away, she suddenly got the impulse to go to a moving picture 
theatre, an impulse which she obeyed. This was in itself not 
very startling, because she had done so many times before; 
but the unusual thing was that, in the sweep of her impulse, 
she forgot entirely to leave a note to her parents telling them 
where she had gone, as had always been her rule previously. 
In other words, the supremacy of the impulse removed from 
her mind the normal appreciation of the forms under which 
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she could properly satisfy it, removed some of the critical de- 
liberation which naturally should have accompanied the ecar- 
rying out of the impulse. Her next impulsive act was more 
severely maladjusted. She had a ‘‘beau’’ in , New 
York, whom she eagerly desired to see. One day her parents 
found her with her valise packed and on her way to leave for 
the train to She had not told about her intention and 
she was not sufficiently furnished with money for the trip; 
furthermore, as she was not of age, she should not properly 
have undertaken the journey without company. 

Small episodes like the ones described mark the onset of the 
deeper disintegration which leads to the return to the tantrum 
level of conduct. In its more extreme manifestations, as seen 
in the fullblown psychosis in mentally clear patients, the su- 
premacy of detached impulses with their emotions produce not 
only grave judgment defects but also misinterpretations of 
facts and delusions. Here the state of emotional hypersen- 
sitivity generates rationalizations in accordance with its affec- 
tive tone, which are often sheer absurdities. A vague noise 
in the room, for instance, may evoke frantic fear and may be 
interpreted as the indication of the presence of a murderer or 
what not. A feeling of guilt may take such dimensions as to 
produce a belief in the patient that he is condemned by God 
and man and that he has committed all the deadly sins in the 
world. And if you ask the patient to give an example of his 
sins, lo, he may mention a trifling matter, as a woman patient 
who told me that she was ‘‘Providence’s outeast’’ because 
once, as a little girl, she had stolen a nickel from her father’s 
desk without ever telling him. In other instances the imagined 
sins are absurd not in their triviality, but in their monstruous 
severity, as in the case of another woman patient, who, in her 
supreme feeling of self-guilt, claimed that she was killing all 
the patients on the ward, sucking out their blood. ‘‘Look at 
my hands,’’ she used to say, ‘‘they are red, they contain the 
blood of all the patients. I am gradually killing them by 
sucking their blood.’’? Another good example is a manic pa- 
tient who, in his supreme desire to assert himself, transmitted 


Tup MANIC-DEPRESSIVE PsycHosIs 39 


to me the following remarkable communication. Showing me 
a small seratch on his palm, probably contracted without his 
knowledge, he told me that this was the sign of stigmatization 
and indicated that he was a saint and had an important mis- 
sion to carry out. In further support of his saintly eminency 
he brought out the additional fact that he was born on a Sun- 
day. When I contradicted the pretended saint, he turned 
into supreme anger, which on my smooth withdrawal of the 
contradiction, changed into a jovial attitude, in which, with 
supreme haughtiness, he condescended to forgive me. 

In the state illustrated by my examples the patient’s sense 
of proportion, his evaluation of the proper relative significance 
of things, is entirely distorted by the supremacy of his emo- 
tions. Not only does he misinterpret outside happenings and 
situations, but he cannot even handle rationally the associ- 
ations of thought which may come to his mind by very insig- 
nificant instigation. The other day, as I was opening the 
closet in which I keep my stationery, this thought suddenly 
came into my head. ‘‘There is a corpse in the closet.’’ What 
brought out this idea I do not know, but I imagine there ex- 
isted some hidden association between the door and my act of 
opening it and some incident, possibly from a detective story, 
that I had read on some occasion. Naturally I gave no con- 
sideration to the thought but proceeded to open the closet and 
fetch out the material I desired. Adjustive inhibition. If I 
had been a manic-depressive patient, the matter would have 
developed differently. The idea of the corpse in the closet 
would have evoked supreme fear: This would have reinforced 
my belief in the realness of it and, instead of carrying out my 
intention to open the door, I would have rushed out and told 
people of the dead man and brought them back with me to get 
him out. <A parallel, in the manic phase of the manic-de- 
pressive disorder, to this imaginary situation may be depicted 
fictitiously as follows: A manic patient walks about in the 
hospital garden. He happens to go by a workman who is 
leading along his horse and wagon. Suddenly this thought 
enters into his head. ‘‘The man maltreats his animal.’’ This 
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is due to some hidden association, let us say, the association 
of the horse and man with the realistic description of the cruel 
beating to death of a horse, in the first chapter of Dostijevski’s 
Crime and Punishment. The thought immediately evokes in 
the patient supreme indignation, which reinforces his con- 
viction of its trueness. He rushes to the workman and re- 
proaches him, threatening to mention him to the Society for 
the Prevention of Cruelty to Animals. Such conduct of the 
manic patient should not be confused with the impulsive strik- 
ing of the schizophrene. The schizophrenic act apparently 
comes out of the clear sky and then dies off equally rapidly, 
without presenting any afterswell of affect. The manic act, 
on the other hand, is carried by a gradually increasing and 
eradually abating emotional wave. If, during its course, you 
should approach and soothingly attempt to defend the abused 
workman, the patient will get only more intensively excited, 
and he will soon include you in his angry reproach and criti- 
cism. A corresponding development would not be character- 
istic of the schizophrene. 

Such oceurrences as the ones referred to above are frequeni 
on the background of the tantrum liability which is prevalent 
on the second level of profundity of disintegration. Any emo- 
tion may in this state of disintegration attain tantrum suprem- 
acy, lust, anger, fear, food-hunger, retrospective remorse, 
food-repulsion, curiosity, and so forth; and we may see our 
patients thrown rapidly between extreme states of varying 
emotional dominance. All these states may produce each its 
own range of delusions, as has been exemplified above. A 
rather interesting variety is the delusion that the patient’s 
food has been tampered with, a common occurrence in cases 
of depression. It is most probably explained as a superstruc- 
ture on extreme food-repulsion, or as a superstructure on con- 
joint supreme food-repulsion and fear. 

Tantrums have been described as primitive modes of re- 
action. With this in view it seems rather significant that, if 
we want to find really strong descriptions of human tantrums, 
we have to go to the early classics, like Homer and Sophocles, 
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who, although great poets, were somewhat crude psychologists. 
Nobody thinks of Oedipus Tyrannus as a case of disin- 
tegration; yet there is no more powerful literary illustration 
of the vicious retrospective remorse, seen in certain depressed 
patients on the tantrum level of disintegration, than his 
famous lamentation before the senator and Creon: 
I know not how 
With seeing eyes I could have looked upon 
My father—coming to the under-world, 


Or my poor mother, when against them both 
I have sinned sins, worse than a halter’s meed. 


oer eer eee eee eee eee eee eee eee eee eee eee eevee 


If there were any way to choke the fount 

Of hearing, through my ears, I would have tried 
To seal up all this miserable frame 

And live blind, deaf to all things.... 


—Cithaeron! wherefore didst thou harbour me! 
Why not at once have slain me? Never then 
Had I displayed before the face of men 
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Wedlock, wedlock, 
You gave me being, you raised up seed again 
To the same lineage, and exhibited 
In one incestuous flesh son—brother—sire, 
Bride, wife and mother; and all ghastliest deeds 
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Out of this country cast me with all speed, 
Where I may pass without accost of men. 
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never more 

Be this my native town burdoned with me 
For living inmate; rather suffer me 

To haunt the mountains—.... 


The undue magnitude and egotism of the hero’s lamenta- 
tion, which makes it so much like the expressions of self-guilt 
of the non-seclusive depressed patient, is well appreciated by 
Creon when. he reproachfully interferes: 
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Not as a mocker come I, Oedipus, 

Nor to reproach for any former pain. 
But you—even if you reverence no more 
Children of men,—at least so far revere 
The royal Sun-god’s all-sustaining fire, 
Not to parade, thus flagrant, such a sore 
As neither earth nor day can tolerate, 
Nor dew from Heaven! ... .* 


A rather pathetic illustration of the second level of pro- 
fundity of the manic-depressive disease is offered by the fol- 
lowing extract from a note on a young girl patient, sixteen 
years old and of good family, who came to the hospital, a 
human bundle of sheer lust. 

‘‘The patient was seen a short time after admission by the 
writer and Doctors L., W., and G. She remained quietly in 
bed for some seconds; then she sat up, stretched her arms 
towards the writer, whom she addressed as Dr. 8., and tried 
to embrace, crying out “‘let me hug you.’’ From then on she 
displayed rather free and unconstricted activity of a more 
or less erotic type. She talked continually in a rather modern- 
istic fashion, using frequently such expressions as ‘‘making 
whoopee,’’ ‘‘getting drunk,’’ ‘‘bearing children,’’ ete. Her 
mood was definitely exhilarated. She was superficially clear, 
knowing that she was in a hospital and being able to recall 
the names of Doctors L., W., and G. correctly. There was 
much talk about a young man whom she ealled Dickie. ‘‘Can 
I have Dickie, quick. It is anyone’s privilege to make 
whoopee. Oh, it’s wonderful. I am so happy, I can’t talk. 
Who wouldn’t be, having Dickie.’’ Here the writer asked the 
patient how she happened to come to the hospital. She re- 
plied : ‘‘I came here because I loved you, and had to have you. 
You know what happened up in ? I got drunk and 
Dickie said I might have a kid without wanting it.’’ Upon 
this the patient invited Dr. W. to sit on the bed and as he 
refused she purposely thrust herself partially out of the bed 
to embrace him.’’ 


1 Sophocles, Oedipus Tyrannus (English verse by Sir George Young). 
Everyman’s Library. London, J. M. Dent & Co., and New York, E. P. 
Dutton & Co., date of publication? 
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The continuation of the note is by the nurse who attended 
the patient : 

‘‘The patient became somewhat more composed after the 
interview. She coughed a good deal, apparently an affectation. 
In the afternoon she began to scream for Dickie. In the 
evening her conduct became very dramatic. She would throw 
herself from the bed to the floor, beat her head, scream 
loudly, throw pillows and bed-clothes about. In the mean- 
time she ealled for Dickie. When opposed in her tantrum-like 
conduct by the nurse she tried to strike the latter with a bed 
slat and to choke her. She was temporarily placed in a 
camisol and transferred to the House. There she con- 
tinued very noisy, constantly calling for Dickie and talking 
about making whoopee. ‘‘Bring Dickie here. I can’t do with- 
out him. I must have my Dickie, and don’t fool me again.’’ 
After this she alternatingly sobbed, screamed, and threw her- 
self on the floor. ...’’ 

The above note needs no comment. It speaks sufficiently 
clearly its own drastic language. 

A rather curious inclination that may be referred to as a 
very primitive expression of the uncritical working of the 
supreme acquisitive instinct, is the desire to gather and hide 
food, which can be observed in some manic patients. 

It should be noted here, although the matter can be taken 
up more fully only later on, that, in spite of the fact that the 
liability for tantrum reactions is a general characteristic of the 
second level of profundity of disintegration, there is a tend- 
ency for these reactions to form certain definite constellations 
which vary in different patients. The variation of constel- 
lation is, broadly conceived, between patients in the manic 
and the depressed phase of the psychosis,.and.as the deter- 
minant of the constellation we can, at.present, only mention 
the mood of-the two phases:’~The- general. feeling of omnipo- 
tency selects and favours a constellation of tantrums in which 
assertion, anger, lust, sometimes curiosity and food- hunger 
predominate, while the general feeling of inadequacy selects 
and favours a constellation in which retrospective remorse and 


44 DUKE University PsycHoLoGiIcAL MoNnoGRAPHS 


fear, and, not infrequently, food-repulsion predominate. The 
fear in the inadequate mood sometimes throws the patient into 
defensive conduct and anger, but this anger never comes near 
the frantic rage of the manic patient. 

The less severe symptoms of the onset stage of the manic- 
depressive psychosis, notably, the predominating egotism and 
the obsessional tendencies, naturally do not disappear when 
the tantrum level is reached. They are still present, intensi- 
fied ; the egotism being the general undertone of the total con- 
dition and the obsessional tendencies expressing themselves 
episodically, now even more absurdly than in the onset stage. 
This is equally obvious in the mentally clear manic as in the 
non-retarded, non-seclusive depressed patient, a matter to 
which I have given special consideration in a paper of 1926 
(Bib. ref. 2). In the former we have an absurd self-over- 
evaluation, in the latter an absurd touchiness in personal con- 
cerns; in both we have complete immunity from suggestions 
contradictory to the patient’s set attitude. 

The symptoms so far described in this monograph, repre- 
senting the first and second level of profundity of general 
disintegration, signify in themselves no impairment of the gen- 
eral mental clearness of the patient. The latter knows his 
actual environment and is oriented as to time and person. If 
his codperation can be obtained, he is capable of performing 
a variety of clinical tests of mental proficiency. But, very 
frequently, the manifestations of the second level of pro- 
fundity of disintegration are episodes which occur on the back- 
sround of a condition which represents a far more severe 
degree of disorder. 

This latter state is characterized by the fact that the or- 
ganization and control of all the mental propensities under a 
higher dominance, which selects impulses by allowing and in- 
hibiting drives in a purposeful manner, is, as it seems, entirely 
broken down. The mind of the patient is a whirlpool of si- 
multaneously active impulses, some urging him in one direction, 
others in another, oftentimes inhibiting entirely all expression 
of activity and always prohibiting sustained purposive con- 
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duct. This condition represents the complete undoing of 
everything that normally is maintained by adaptive integra- 
tion, and may thus, I believe, be referred to properly as the 
manifestation of the third or profoundest level of a temporary, 
general, disintegrative process. 

On the second level of profundity of disintegration we have 
still sustained directed activity, carried by a supreme emotion. 
This sustained activity may also be called purposeful in a 
primitive sense, that is, it is purposeful in a similar way as 
the instinctive tantrum reactions of the beast; not quite, how- 
ever, because the tantrum reactions of instinctive behavior in 
the beast are released by an object that is as a rule adequate 
to the purpose, while in the manic-depressive patient the tan- 
trum reaction is mostly instigated by an object out of pro- 
portion to any objective need. On the third level of pro- 
fundity of disintegration, any sustained activity is continually 


lieve, is concomitant to the most profound disintegration pos- 
sible, is called by the psychiatrist, the condition of ‘‘con- 
fusion.’’ The symptoms which he acknowledges as indicative 
of this state are such as flight of ideas, distractibility, stupor 
with resistiveness, and so forth. 

In a recent paper (Bib. ref. 3) I have advocated that such 
broad usage of the term ‘‘confusion’’ is not only improper 
theoretically, but also inefficient for the practical purpose of 
discriminative, clinical analysis of cases. I have also suggested 
(ibid.) a far more restricted definition of the state of eon- 
fusion. For the progress of my present discourse it is nec- 
essary that I review the essential features of my theory con- 
cerning confusion. 

The view I have propounded concerning the nature of the 
state of confusion maintains that this state is essentially a 
condition, in which directed conduct is blocked by the fact 
that many disparate impulses, urging the sufferer towards in- 
compatible directions of activity, are reciprocally inhibiting 
each other. Such state of ‘‘confusion proper’’ is always of __ 
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only short duration and ean be illustrated best by an example. 
Suppose a person finds himself in the middle of a well-traf- 
ficked city street. Suddenly, he sees a number of motor-cars 
approaching from every direction and apparently aiming at 
him. This situation may bring: about a complete blocking of 
escape conduct because the subject is incapable of deciding 
the route of activity. Such deadlock of disparate impulses is, 
I suggest, exactly what should be called ‘‘confusion proper,’’ 
and in denominating it thus, we do not violate the popular 
usage of the term. The confusion only lasts for a moment; it 
may become rapidly dissolved into flighty activity. Our sub- 
ject may rush, now in one direction, now in another—a famil- 
iar sight—until, by trial and error, his conduct leads to sal- 
vation or to catastrophe; the confusion may also be solved into 
critical, one-directed movement along one really purposeful 
route, and will, then, be more likely to result in salvation. 
Either way that conduct takes place, the act of responding 
overtly to the situation signifies a solution and a disappear- 
ance of the confusion proper. This example illustrates con- 
‘fusion, determined by a conflict as to the routes of obtaining 
one single goal, but naturally confusion can be produced 
equally well by a deadlock between impulses towards incom- 
patible goals. 

The interpretation I have suggested of ‘‘confusion proper’’ 
regards this state as a condition which, as far as motor ex- 
pression goes, is completely negative, being a condition of 
motor deadlock and immobility. This immediately dethrones 
the clinical symptoms of flighty conduct, of distractibility, and 
of resistiveness, etc., as expressions of ‘confusion proper.’’ 
In fact, the flighty conduct of our disintegrated patient sig- 
nifies exactly the same thing as the flighty conduct of the 
normal man in the situation of my above example. It indi- 
cates a solution of the conflict of the confusion by a sequential 
reaction, one at a turn, to the disparate impulses which a 
moment previously may have deadlocked each other. Clin- 
ically, it is possible and profitable to discriminate between 
three varieties of such sequential reaction to the disparate con- 
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flicting impulses, and the mode in which these vary is in re- 
gard to the amplitude of the individual responses to each 
consecutive impulse. These three varieties may be rubricated 
briefly as follows: 

1. Flght of ideas and of directed conduct. 

2. Indefinite sway of activity (contentless restlessness ). 

3. Incodrdinate play of small, irregular movements. 

The first rubric refers, on the one hand, to the conduct of 
those patients who continually produce a stream of speech, 
a stream of speech, however, that never carries to a conclusion 
a definite trend of thought because it is always sidetracked by 
conflicting ideas. The agent which turns the switch is often- 
times merely the most superficial word-association; at other 
times, it may be a new trend of thought set up by outside im- 
pressions and occurrences. On the other hand, it refers to overt 
motor conduct produced by the same whirlpool state of mind, 
as exemplified, for instance, by the following mode of behavior. 
The patient, on your entrance, rises immediately to meet you, 
perhaps stretches out her hand to greet you; before you have 
time to take her hand, however, she is off on another activ- 
ity. She may start for the bed and begin to smooth the bed 
linen; then she sees a piece of orange peel on her bureau; 
she heads for it, picks it up and is on her way to the waste 
basket, but again she is distracted by something outside ; she 
turns towards the window and drops the orange peel on the 
windowsill, and so forth. Here we can see a direction of each 
impulse, we can see that it has an aim, but the goal is never 
reached because one impulse is interrupted continually by an- 
other before any of them has had sufficient time to be brought 
to completion. In most instances of such flight of directed 
conduct the picture is complicated by the coinciding occur- 
rence of the speech-motor flight of ideas. 

The second rubric refers to a clinical picture in which the 
amplitude of the consecutive reactions to the disparate im- 
pulses is less. The patient presents an indefinite sway of ap- 
parently purposeless conduct, which probably merely means 
that, now, the amplitude of each initiated impulse is too 
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small to allow us to see what it intended. This gives an 
apparent picture of sheer contentless restlessness, aimless 
wandering. Verbal flight does not as a rule accompany this 
form of conduct, but, frequently, there may be an incompre- 
hensible, sustained moaning or an incomprehensible chatter. 

The third rubric refers to a condition when the amplitude of 
the consecutive reactions has decreased so as to make ob- 
servable only small, irregular, incodrdinate movements or 
jerks. Such reaction may or may not be accompanied by 
incomprehensible moaning. 

‘‘Confusion proper,’’ which is expressed in complete im- 
mobility, is never seen as a prolonged condition, either in the 
normal man or in the psychotic. This does not exclude that 
the patients on the third level of profundity of disintegration 
are, in all probability, extremely liable to suffer very frequently 
momentary deadlock between disparate impulses. Such dead- 
locks represent, we may assume, short pauses in the continuity 
of their consecutive reaction stream. 

It is true that there is a state on the third level of pro- 
fundity of disintegration which approximates prolonged im- 
mobility, the so-called depressive stupor. I have reason to 
believe, however, that this state is not the result of prolonged 
deadlock between disparate impulses, but is due rather to a 
general lowering of the whole vital level of the sufferer, which 
may be secondary to a condition of complete, or nearly com- 
plete, exhaustion of the effector system of the body. This 
consideration leads up to the discussion of what we may eall 
the ‘‘two-dimensional variability’’ of the syndrome of the 
third level of profundity of disintegration. 

The three varieties of sequential reaction to the disparate 
impulses, characteristic of the third level of profundity of 
disintegration, namely, the flight of ideas and of directed con- 
duct, the indefinite sway of activity, and the incodrdinate 
play of small, irregular movements, represent reactions which 
are differently distant from ‘‘confusion proper’’ or immobile 
deadlock. The flight conduct with its relatively large ampli- 
tude of individual reactions would signify a further distance 
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from ‘‘confusion proper’’ than the indefinite sway of activity 
with its smaller amplitude. In the same way, the indefinite 
sway of activity would signify a further distance from the 
true deadlock of ‘‘confusion proper’’ than the incodrdinate 
play of small, irregular movements with its still more minute 
amplitude of motion. This situation we may express as dis- 
tances on a horizontal line (A-B) at the right end-point of 
which (B) we place ‘‘confusion proper’’ or complete dead- 
lock (compare Fig. 1). The portion of the line correspond- 
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ing to (a) would then indicate the flighty conduct, the con- 
duct form which is farthest from ‘‘confusion proper,’’ the one 
corresponding to (b) would represent the indefinite sway of 
activity, which is nearer to deadlock than flight, and the por- 
tion corresponding to (c), finally, would represent the inco- 
ordinate play of small, irregular movements, the reaction 
form that comes nearest to ‘‘confusion proper.’’ The con- 
tinuity of the line indicates a fact that is clinically observable, 
namely, that there is a gradual transition from one of the 
reaction forms into the other, presenting both mixtures of the 
two bordering ones and qualitative intermediates. The slid- 
ing, in one or the other direction, along the line (A-B) repre- 
sents one of the modes or dimensions of variability of the 
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condition of the third level of profundity of disintegration. 
We may assume that sliding towards the right, that is from 
flight to incodrdinate play of small, irregular movements, is 
concomitant to an increase, within the third level itself, of 
profundity of disintegration; in other words, we may assume 
that the patient presenting the incodrdinate play of small, 
irregular movements is more deeply disintegrated than the 
one who presents the indefinite sway of activity, the latter 
being, in his turn, more deeply disintegrated than the one 
presenting flight of ideas and of directed conduct. If this is 
correct, it would allow us to continue the line (A-B) in direc- 
tion towards the left, and on this continuation we would have 
aright to mark off the second and the first level of profundity 
of disintegration, those levels being stages in the same 
progression. I shall later submit an independent diagram 
of such kind. For my present purpose it is profitable to con- 
sider merely the part of this progression which is projected 
on the third level of profundity of disintegration. 

The other mode or dimension of variation of the syndrome 
of the third level of profundity of disintegration we may 
understand, if we imagine that the total of the horizontal line 
(A-B) slides up or down a vertical line (C-D), the top point 
of which (C) represents a state of high general vitality and 
the progression of which, downwards, represents gradually 
decreasing vital intensity, or gradually increasing ‘‘dazed- 
ness.’’ By means of this diagram, we may picture a number 
of the daily, or weekly, or even hourly variations a patient 
may present on the third level of profundity of disintegration. 
A certain patient may, for instance, on one day show active 
and intensive flight. His condition may be expressed on the 
(a) portion of the horizontal by the point (x), and his level 
of vitality may be laid on the height of (C) on the vertical. 
On a following day his flight may be equal in speed and dis- 
tractive Jumpiness, but the whole activity may be carried by 
a generally less vital urge. I mean that, if, for instance, the 
speech-motor flight of the patient were taken down verbally 
and written out on the two different occasions, it would look 
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qualitatively identical or nearly so on the paper. There also 
would be no marked difference in the amount of ideas pro- 
duced per unit of time. On the other hand, the two produc- 
tions would vary in a respect that cannot be expressed in the 
written account, namely, in the general intensiveness of urge 
by which they were carried. In the second instance, the pa- 
tient would thus be equally flighty as in the former, but his 
flight would be conjoined with a certain ‘‘dazedness.’’ The 
projection of his state (xy2) would still fall on the same point 
(x) on the horizontal, but its level on the vertical would be 
considerably lower than before, would be represented, let us 
say, by the point (y2). Still later, his dazedness may be 
noticed to have increased but there is yet the same qualitative 
expression of obvious flight. In such instance (xy3) we may 
mark his state as still lower on the vertical, let us say on the 
height of point (y3), while his position on the horizontal re- 
mains point (x), and soon. In the same way we may observe 
how a patient presenting the incodrdinate play of small, ir- 
regular movements, which indicates a condition near to ‘‘con- 
fusion proper,’’ passes from day to day along the vertical. 
On one visit we may find him in bed showing the vague move- 
ments of small amplitude that sometimes even simulate mere 
coarse trembling. His eyes are fully open and shine brightly 
in a manner that suggests high vitality, even if it is a vitality 
which is continually blocked in the maintenance of directed 
activity. On the following visit we may find him with the 
same motor symptom, but now there is a veil on his eyes that 
makes you feel that his condition is different, and this differ- 
ence impresses itself upon you as a difference in general 
vitality. His first diagrammatic position may be indicated by 
the point (x4) on the horizontal, on the level of (C) on the 
vertical. His second position (x4y4) is still indicated by the 
point (x4) on the horizontal, but his level on the vertical is 
lower, we may say on the height of point (y4). 

The transitions we have now exemplified are transitions 
which are diagrammatically represented by direct movement 
down verticals (x-xy2-xy3) and (x4-x4y4). Just as we can 
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observe such transitions we can also observe subsequent transi- 
tions in the opposite direction, that is from a lower to a higher 
vertical point; in other words, a patient, while maintaining 
the same quality of eonduct, may be considerably dazed one 
day and, on the following, be again extremely vital. But we 
may also observe transitions along oblique lines in the dia- 
gram. One such transition is indicated by the line (x-x2yl). 
This transition would clinically conform with a change as 
follows. On one occasion the patient is vitally flighty, on the 
following, the quality of his conduct has become modified into 
the indefinite sway, and at the same time he seems less vital, 
somewhat dazed. Again this development downwards and 
towards the right may, on a subsequent occasion, have changed 
back, and you find your patient again flighty and vital. A 
transition from a higher right point to a lower left (x3-xly), - 
which would be exemplified by a change from indefinite sway 
of activity with high vitality into flight of low vitality, can 
also be observed, just as any transition in purely horizontal 
directions (x-x4 or x4-x). 

It is obvious that, whenever transition along the vertical, 
no matter from what point on the horizontal, has reached a 
certain level, that is, whenever the general vitality reaches a 
certain minimum, any overt conduct will cease. This gives 
us what I believe to be the true depressive stupor which is 
occasionally seen in our patients. There is another condition 
of immobility in the depressive patients, that is often mis- 
taken for depressive stupor, but which to my mind is deter- 
mined by a far different principle, a state which probably 
approximates the sham-death reaction to extreme fear. This 
state, however, can be discussed more fully only when we 
have dealt with the three ‘‘imperial moods’’ of the manic- 
depressive psychosis, notably the general feeling of unreality. 

Concerning the physiological aspect of the two-dimensional 
mode of variation of the state of the third level of profundity 
of disintegration we can only speculate. I have already re- 
ferred the transition along the horizontal of the diagram te 
minor variations in the depth of the disintegrative process, 
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which would mean physiologically to minor variations in the 
depth of general dissociation of the higher central nervous 
system, especially the cortex of the brain. I have also pointed 
out, in the beginning of this paper that, if the major symp- 
toms of the manic-depressive psychosis can be properly inter- 
preted psychologically as generally disintegrative, the con- 
comitant general dissociation of the brain can only be referred 
to a toxic influence. With this in mind we may conclude that 
the slide from left to right on the horizontal of the diagram is 
determined by an increase in the toxic profundity of the dis- 
ease. Such increase may be due, reasonably, to the addition 
of the effect of fatigue poisons to the toxic state, an addition 
which would be the result of the intensive activity involved - 
in the sequential reaction to the disintegrated impulses. Con- 
trary to this, it is suggestive to refer the vertical component 
of the transition of the syndrome of the third level of pro- 
fundity of disintegration to the other component of fatigue, 
namely, the pure exhaustion of the energies of the effector 
system, involved in the sequential reaction. If this should be 
the case, we might refer the horizontal slide from left to right 
to the toxic component of fatigue alone; the oblique slide 
from left to right to a joint effect of both the toxic and the 
exhaustive component of fatigue, and, finally, the straight 
vertical slide to the exhaustive component of fatigue alone. 
All this, however, is highly hypothetical and has been tenta- 
tively submitted for overthrow or verification. 

At this point in my thesis it is profitable to summarize, in 
a diagram, all the symptoms which have been taken up for 
discussion. These, as we have seen, have all been interpretable 
as symptoms of general disintegration, all representing a more 
or less complete temporary undoing of the attainments that, 
in the psychogenic growth of personality, the process of adap- 
tive integration has built up. There are three levels of such 
disintegration distinguishable in the psychosis, each level be- 
ing indicated by its own peculiar symptoms. A diagram of 
these as they gradually appear with increase in the depth of 
the disintegrating process can be given as below (Fig. 2). 
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The vertical line (X-Y) in the diagram represents a dimen- 
sion along which we may consider that the general disin- 
tegration of personality gradually increases. This vertical is 
divided by horizontals into three main divisions, (A), (B), 
and (C). The top division (A) represents the beginning of 
the disintegrative process and embraces the onset symptoms 
of the psychosis, as far as these can be referred to disin- 
tegration. Among these we have to note, on the one hand, the 
coming to the surface of the egotistical personality-part which, 
during normal healthy condition, has been handled and suffi- 
ciently inhibited by the process of repression. On the other 
hand, we have to note, in certain patients predisposed by psy- 
chogenic experience or possibly, also, by a constitutional fac- 
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tor, the appearance of vague obsessional tendencies, mild com- 
pulsions and idiosyncrasies, the latter sometimes having a close 
resemblance to object-fixated phobias. 

The (A)-division of the vertical, corresponding to the first 
level of profundity of disintegration, has been marked off 
from the second division (B) by a triple horizontal, because I 
want to emphasize strongly that the transition from (A) to 
(B) represents the transition from a state which simulates 
the psychoneuroses into a definitely psychotic state. 

The (B)-level, or the second level of profundity of disin- 
tegration, is characterized chiefly by a liability for tantrum 
reactions. Non-integrated detached impulses seem to take on 
undue supremacy whenever they are activated, and this is 
naturally accompanied by a preponderance of affective as 
compared with rational, logical judgment. In its extreme 
ramifications this situation results in a grave impairment of 
adaptive judgment and in delusions. Aside from this su- 
premacy of emotions, the second level of profundity of disin- 
tegration is also colored by the outlasting, in accentuated 
form, of all the symptoms of the first level. 

The (C)-level of the diagram, or the third level of pro- 
fundity of disintegration embraces all the symptoms which 
are spoken of by the psychiatrist as symptoms of confusion. 
According to the psychological conception of confusion which 
I have suggested, this usage of terms is not quite proper. 
‘‘Confusion proper’’ should be understood as a temporary 
condition of complete deadlock between disparately striving 
impulses and would, thus, be overtly manifested in complete 
immobility. The psychiatrist’s clinical indicators of con- 
fusion, in fact, represent the solution of confusion into a 
sequential reaction to the disparate impulses. Depending 
upon the amplitude of each such consecutive reaction we can 
distinguish, in a general way, three different clinical symptom 
pictures: (1) flight of ideas and of directed conduct, (2) in- 
definite sway of activity (contentless restlessness), and (3) in- 
coordinate play of small, irregular movements. These symp- 
tom pictures represent, in the order given, states farther and 
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nearer to “‘confusion proper,’’ or true deadlock. They also 
represent, I believe, states of increasing depth of disintegra- _ 
tion. I have suggested that the prolonged relative immobility 
of so-called depressive stupor is not due to deadlock between 
conflicting impulses, but is rather the expression of a com- 
plete, or nearly complete exhaustion of the psycho-motor 
effector system involved in any form of sequential reaction 
to the disparate impulses. On the other hand, temporary 
deadlock between such impulses is probably frequent in the 
state of the third level of profundity of disintegration. 

It is important to notice that all patients suffering from 
manic-depressive disorder do not sink down to the third level 
of profundity of disintegration. Some of them may stop on 
the second level, and, as the psychiatrist says, may remain 
mentally clear all through their psychosis, presenting merely 
the supremacy of disintegrated impulses with emotionally de- 
termined judgment defects. It should also be kept in mind 
that those patients who sink down to the third level, char- 
acterized by the chaotic conflict between disparate disin- 
tegrated impulses, may emerge, episodically, from this con- 
dition and show typical reactions of the second level. Thus 
they may slide from one day to the other between the third 
and the second level of profundity of disintegration, in which 
case they are spoken of by the psychiatrist as being one day 
confused and the other clear, or as being repeatedly in and 
out of confusion. 

With the above diagram clearly in mind, it is interesting 
to trace back the recovery from the manic-depressive psychosis. 

Patients who, during the depth of their psychosis, have 
occupied the third level of profundity of disintegration, may, 
in the recovery, very frequently be seen to pass back through 
the second and first stage. This is in concordance with what 
we would expect, as the gradual recovery means, undoubtedly, 
the gradual reéstablishment of the normal integration of mind 
in the reversed order of the process of breaking down. A 
particularly interesting period in the recovery can be ob- 
served when the patient reaches the first level of profundity 
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of disintegration. In this state his general attitude often- 
times seems sufficiently normal to make one feel that he will 
be responsive to advice and corrective suggestion. But fre- 
quently this is not true. There still remains the dominance 
over the patient’s mind of the egotistic personality-part, the 
appearance of which was the very first sign of disintegration, 
and this may still, for a long time, prohibit corrective ap- 
proach from the physician, and make his psychotherapeutic 
endeavour futile. With time, however, even this last sign of 
disintegration vanishes, and then first is the patient fully open 
to unbiased discussion of his own case. Consequently, as a 
matter of the mere chronology of the situation, the psycho- 
therapeutic work can rarely be more than preventive of fur- 
ther attacks. 

Another interesting feature in the same state of recovery is 
the influence of the patient’s egotism on his retrospection upon 
his psychotic experience, an influence that delays his re-attain- 
ment of insight as to the nature of his past sickness. This 
influence is particularly striking in patients who, during the 
height of disorder, have conducted themselves extremely 
a-socially or in a socially repulsive manner. In such cases the 
patient’s egotism does not allow him to accept his own psy- 
chotic past without self-defensive falsification. He is ashamed 
of it and, in order to evade the feeling of shame, he may build 
up delusions quite often of a mildly paranoid character. He 
may refer to his a-social conduct as a natural reaction on his 
side to some form of imagined improper treatment by rela- 
tives, hospital physicians, or nurses. In other instances, the 
patient seems to develop an amnesia for the past period, 
whether due to conscious repression or to other agents we 
cannot say with certainty. In many cases you get the im- 
pression that it is not true amnesia but merely one that the 
patient pretends in order to escape conversation about his 
sickness. True forgetting of long periods of deep disin- 
tegration to the third level of profundity, is probably com- 
mon. This undoubtedly has its explanation partly in the fact 
that, at such times, the patient’s general mode of experiencing 
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was rather indistinct, and partly in the fact that, after recov-_ 
ery, when his general mode of striving has changed from the 
chaotic discord of the disease into purposive, integrated, rela- 
tive harmony of health, the feeling of ‘‘ego-reference’’ at- 
tached to his memory of the sickness is probably at a minimum, 
just because of this profound modification. The latter is in 
accordance with a principle which I have laid down in a paper 
concerning functional amnesia, and which may be stated 
briefly as follows. The feeling of ‘‘ego-reference’’ of our past 
experience, the feeling of its intimate belonging to or being 
part of ourself, is proportional to the degree by which we re- 
vive in the present the emotion of the event upon which we 
retrospect. In other words, only those memories get attached 
to them a strong feeling of ‘‘ego-reference,’’ in which is 
strongly refiected the emotional quality which was part of the 
original experience. For further information concerning this 
principle I have to refer the reader to the article mentioned 
(Bib. ref. 5). 

A certain number of patients, although a comparatively 
small one and consisting assumably of those who possess by 
nature a fair A-disposition, may be made by persuasion to 
take a humorous attitude towards their psychotic past, which 
promotes immensely their re-attainment of insight. The 
latter has: been brought to attention strongly by Dr. Donald 
Gregg in an article of 1927 (Bib. ref. 1). 


CHAPTER IV 


THe Turee ‘‘ImMpPertAL Moops’’ or THE MANIC-DEPRESSIVE 
PsycHosis 


The description and interpretation of the manic-depressive 
syndrome is not brought to completion by my present dis- 
cussion. ‘ The symptoms described in Part II of my thesis are 
merely those which can be directly referred to a general dis- 
integrative process. But there are other symptoms of the dis- 
order which have a more complicated explanation. Such are, 
for instance the outer or objective distractibility, and the re- 
sisitiveness of certain patients, and the liability of other’s to 
mistake the identity of people or to mistake the meaning of 
objects. These symptoms all occur in the conflict state of the 
third level of profundity of disintegration, but they cannot 
be directly explained merely by the disintegrative process, as 
they arise on the intermediate of a peculiar, subjective, gen- 
eral feeling of unreality which easily comes to predominate 
the patient’s consciousness in the deeply disintegrated condi- 
tion. More complex in its explanation than the directly dis- 
integrative symptoms is, furthermore, the selection of affec- 
tivity on the second level of profundity of disintegration and 
also on the first. What I have in mind is the selection that, 
on the former level, is responsible for the tantrum constella- 
tions previously mentioned. This selection has also to be re- 
ferred to the influence of general feelings, notably the feeling 
of omnipotency and the feeling of inadequacy. 

The three general feelings, the feeling of unreality, the 
feeling of omnipotency, and the feeling of inadequacy, I have 
accustomed myself to speak of as the ‘‘imperial moods’’ of 
the manic-depressive psychosis, the royal attribute being given 
to them because of their very important office of selecting and 
furthering each one its own specific affective reactions. It is 
with the discussion of these ‘‘imperial moods’’ of the psy- 
chosis that we shall be concerned in the following pages. 

Any observer of the affective life of the manic-depressive 
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patient during a period when he occupies the second level of 
profundity of disintegration, has noticed, as I have already 
repeatedly stated, that there are different constellations of 
tantrum impulses in the different phases of the psychosis. In 
the manic phase we find frequently a constellation consisting 
of supreme assertiveness, pugnacity, sex-urge, and food-seek- 
ing urge, while, in the depressed phase, we usually find a 
constellation of supreme fear or apprehension, negative self- 
feeling, retrospective remorse, and food-repulsion. The psy- 
chiatrist would not hesitate to refer this prevalence of the 
two constellations to the general moods of the two phases of 
the disorder; the moods that he terms elation in the manic 
and depression in the melancholic patient. These general 
moods are exactly the ones which I prefer to call respectively 
the feeling of omnipotency and the feeling of inadequacy. 
My preference in this respect is determined by the consider- 
ation that the terms elation and depression, properly under- 
stood, merely indicate the affective quality of the instincts of 
assertion and submission. Prof. McDougall, who has estab- 
lished such usage of these terms, maintains that the manic- 
depressive disorder consists essentially in the upset of the 
proper balance between the two tendencies of the sentiment 
of self-regard, the manic phase corresponding to the undue 
dominance of the self-assertive instinctive impulse and the 
depressed phase to the undue dominance of the self-submissive 
instinctive impulse (Bib. ref. 7, pp. 352-369). This view I 
have criticised in my paper on the manic-depressive disorder 
of 1926 (Bib. ref. 2). I have pointed out that, not only does 
a certain degree of assertiveness frequently come to expression 
in the depressed patient, especially in his insistive claim of 
being always on the peak of evil, but also that the affective 
life of the manic and the depressed moods is not as simple as 
Prof. McDougall suggests. Quite contrarily, a supremacy of 
several distinct, instinctive impulses form the characteristic 
constellations which we have just discussed. Such state of 
affairs makes it desirable to avoid, in the denomination of the 
selective moods of the psychosis, a terminology which may 
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suggest a higher simplicity than the clinical evidence bears 
out.+ 

It is when we come to the explanation of these moods of 
omnipotency and inadequacy that we confront the most diffi- 
cult problem of the manic-depressive disorder. These moods 
are of paramount importance in the disease, and yet, how can 
we understand their evocation? It is known that extreme 
fatigue may produce in certain individuals a subjective feel- 
ing of general well-being and vital potency, in other words, 
that the subjective and the objective criterion of fatigue, the 
latter being decrease in efficiency, do not necessarily har- 
monize, profound fatigue being able to bring about a feeling 
of lightness of effort. In other instances, on the other hand, 
as may seem more natural, the fatigue expresses itself in a 
feeling of inadequacy, of real tiredness, of difficulty of effort. 
It is this dual and opposite subjective effect both of the fatigue 
and of the condition underlying the manic-depressive psy- 
chosis that makes the question of the moods so incomprehen- 
sible. How can the assumably identical disease process produce, 
in one person, the subjective feeling of omnipotency, in the 
other the subjective feeling of inadequacy, and how ean it, 
in one and the same person during one phase of the disorder, 
produce the subjective feeling of omnipotency, during the 
other phase, the subjective feeling of inadequacy? It cannot 
be merely by virtue of different degrees of depth of disease 
condition. In such instance the onset and the progress of the 
disorder would always pass through the two phases in the 
same sequential order, which is not the case.2 The variable 


While Prof. McDougall’s theory is correct in that it explains the 
manic-depressive disorder by an upset of emotional balance, it is too 
narrow in ascribing this upset merely to an imbalance of the emotional 
components of the self-regarding sentiment. However, his theory may 
be said to be incorporated in the broader hypothesis I have here pro- 
pounded. $ 

? As an explanation of this most difficult problem, Prof. McDougall has 
suggested to me, in conversation, that perhaps both the fatigue-toxin and 
its anti-toxin are involved in the production of the manic-depressive dis- 
order, and that prevalence of the former accounts for the depressive, 
prevalence of the latter for the manic reaction. (Compare also William 
MeDougall and May Smith, ‘‘The Effects of Alcohol and some other 
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onset also excludes the purely psychological explanation of 
the manic reaction as a flight from reality and from the pain 
of depression. Such theory would presume that the disorder 
started invariably with an inadequate phase. We are here 
at a deadlock from which we cannot proceed, except by an 
entirely different route. 

It has been suggested by various writers that the inclination 
to experience prolonged moods, such as the general feeling of 
increased potency and the general feeling of inadequacy, is 
determined by a constitutional agent, namely, the cycloid 
trait. The cyclothymic individual, according to this view, is 
one who, during normal healthy life, possesses such inclination 
to swing continually between prolonged moods, although the 
subjective reflection of these is only vague and far different 
from the exalted mood experience of the ‘psychotic patient. 
If this is true, it leaves us a possibility to explain why the 
psychosis of one individual begins with a manic, of the- other 
with a depressed phase. This would be a pure chance matter 
and referable merely to the quality of the mood in which the 
beginning disintegrative process happens to set in. If it sets 
in during a wave of feeling of increased potency, it would 
carry the patient into the manic phase of the disorder; if it 
sets in during a wave of feeling of inadequacy, it would carry 
him into the depressed phase of the disorder. In other words, 
the disintegrative process always sustains and intensifies the 
mood which is present at the onset of disorder, as a result of 
the eycloid tendency. The intensification of this mood would 
be explained by the vicious circle set up during the beginning 
disintegration by the release of the egotistic personality-part. 
The latter release would tend to bring fuel continually in 
support of the mood that is present at the onset. But such 
speculation, although it has led us ahead in some respect, in 
another respect merely projects our problem on a different 
Drugs during Normal and Fatigued Conditions,’’ Privy Council, Medical 
Research Council, London, His Majesty’s Stationary Office, 1920, p. 29.) 


This seems to me a very interesting hypothesis, well worth considering 
as an alternative of the one put forth in this monograph. 
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plane. Our question is now: What is the nature of the cycloid 
temperament ? 

In an obscure and indefinite way many psychologists have 
felt that moods are related, at least partly, to vasomotor func- 
tion. In view of the rather meager definite evidence in such 
direction, a more distinct hypothesis concerning such inter- 
relation can be little more than a speculation. We can, how- 
ever, outline on theoretical ground the peculiarity of a man’s 
vasomotorium that would make him a cyclothyme, assuming 
that certain general pre-suppositions hold true. Such outline 
would mean an interpretation from psychology into physiol- 
ogy, and may be overthrown or substantiated by physiological 
investigation. I give it here for what it might be worth. 

We may assume that, during purely vegetative normal life, 
our vasomotorium as a neuro-muscular and physiological unit 
maintains a certain state of balance, adjusted in such way as 
to allow a distribution of blood to the various organs of the 
body which is adequate to the purely vegetative functions and 
which presents only minor rhythmical changes in harmony 
with the rhythm of the latter. We may also assume that, 
whenever specific excitations occur such as the emotional, re- 
quiring a differently distributed function of the different 
bodily organs as compared with the purely vegetative state, 
the vasomotorium is an instrument so tuned as to favor pur- 
posefully abundant flow of blood to the organs particularly 
involved in the emotional conduct. This characteristic of the 
system to change the state of vegetative balance on excitation, 
according to need, we may conveniently speak of as its plastic 
propensity, just as we may say that a piece of wet clay changes 
its form on impact because of its plasticity. Furthermore we 
may assume that, after the emotional excitation has ceased 
and the emotional impulse has abated, there is a return to the 
vegetative vasomotor balance state, by virtue of the nature of 
the system itself. This propensity of the system to return to 
a vital equilibrium on the termination of upsetting excitation, 
we may call conveniently the elasticity of the system; but here 
the piece of clay does not furnish the adequate simile any 
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longer, because the clay, although possessing plasticity, is de- 
void of elasticity. A piece of soft rubber, on the other hand, 
would illustrate both characteristics, being capable both of 
changing shape on impact and of returning to its original 
shape on withdrawal of impact. The reader should clearly 
understand that the two concepts of plasticity and elasticity 
are used here to indicate independently working principles; 
the former being merely the propensity to change on excita- 
tion, the latter the propensity to change back on discontin- 
uation of excitation. With this in view we may theoretically 
conceive of a peculiar defect of the vasomotorium, consisting 
in an irreciprocal efficacy-relation between the plastic and the 
elastic functions. Such defect we may denominate as hyper- 
plasticity or as hypo-elasticity, or perhaps preferably as 
hyperplasticity-hypoelasticity, according to choice. The ex- 
pression of this hypothetical defect would be that the change 
of balance of the system, by virtue of its plasticity, is not 
efficiently counterbalanced by the principle of elasticity, so 
that the system, after balance-upsetting excitation, is left for 
an unduly prolonged period of time with the imprint of the 
latter upon it. It becomes in other words, fixated in the form 
produced by its plastic principle. Now, if we assume that one 
component of the emotional quality that colors our impulse 
life is derived from a sensory stream set up by this change in 
balance of our vasomotorium, giving rise to vague organic 
sensations, we would obtain, in the individual of hyperplastic- 
hypoelastic vasomotorium, an outlasting of this component of 
emotional quality after the emotional excitation has abated, 
Just because of the insufficient elasticity of the system in 
counterbalancing the plastic change. Such persevering of this 
one component of emotional quality may be exactly the mood. 
If there is any validity in this speculation we would have an 
explanation, in a general way, of the cycloid temperament. The 
cycloid temperament would be explained by the hyperplas- 
ticity-hypoelasticity of the individual’s vasomotorium. 

The specific nature of the moods of the cyclothyme being, 
on the one hand, a general feeling of increased potency, on 
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the other, a general feeling of inadequacy, may be explained 
from another consideration. It is fairly reasonable to think 
that a state of the vasomotorium which promotes abundant 
flow of blood to the skeletal musculature may produce a sub- 
jective feeling of ease of effort, of lightness, of potency ; while 
the opposite state of the vasomotorium, checking flow of blood 
to the skeletal muscles, may produce the contrary subjective 
effect, notably, a general feeling of difficulty of effort, of 
paralysis, of inadequacy. Furthermore it is known, I believe, 
that certain emotional excitations, requiring for their goal- 
attainment, intensive involvement of muscular exertion, are 
accompanied by a purposeful adjustment of the vasomotorium 
in the direction to furnish the skeletal musculature with abun- 
dant blood-supply. Such is the case, I believe, when the pug- 
nacity instinet is evoked and probably also when the assertive 
instinct and many others are excited. On the other hand, 
there exist probably other emotional excitations in which the 
opposite vasomotor effect is manifested. “The shrinking of 
fear or of submission indicates probably the opposite change 
in the vasomotorium, a change by which blood is withdrawn 
from the skeletal muscles. It is fairly probable that quite a 
number of the emotional excitations fall definitely in one or 
the other of the two groups mentioned, the one which involves 
the allowance of increased blood-supply to the skeletal muscles 
and the one involving withdrawal of blood-supply from these. 
Adopting an old term in psychology, we may call these differ- 
ent emotions the sthenic and the asthenic affects respectively. 

Let us now assume that a certain number of affects, A, B, 
and C, belong to the sthenic group, and another, D, EH, and F, 
belong to the asthenic group. Let us assume, furthermore, 
that an individual with a hyperplastic-hypoelastic vasomo- 
torium is thrown by an adequate situation into the emotional 
state A. Due to the inertia of the plasticity of his vasomo- 
torium, or, if we prefer, due to the inefficiency of its elasticity, 
such an individual will experience, long after the emotional 
excitation has abated, the subjective sensory effect of the fix- 
ation of his vasomotorium. As the fixation promotes con- 
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tinually the abundant blood-supply to the skeletal muscles, he 
will suffer subjectively a feeling of ease of effort, a feeling of 
lightness or of increased, potency. Suppose that, during this 
mood, an emotion of the asthenic group, let us say D, is ade- 
quately evoked. This will tend to throw the vasomotorium 
over into an opposite state as compared with the one maintain- 
ing the mood, but here a very intense excitation is needed in 
order to change the mood, because the vasomotorium is al- 
ready fixated on the contrary side of the vital medium. On 
the other hand, every later evocation of a sthenic affect, such 
as B, or C, will maintain and somewhat exaggerate the mood, 
inforeing upon the vasomotorium a further change in the same 
direction in which, by its plastic principle, it is already fixated. 
This explains to some extent how, after the instigation of the 
mood, there are more chances of its maintenance and increase 
than of its breaking down and disappearance. Exactly the 
same thing would be true, in a general way, if the vasomo- 
torium were fixated in the mood of the asthenic affects, D, E, 
or F. Here the fixation of the vasomotorium would result in 
the persevering of a general feeling of difficulty of effort, be- 
cause of the continual shutting off of blood-supply to the 
skeletal muscles. 

_ There is one more feature of. the cycloid temperament that 
has not yet been taken up, namely, its very nature of being a 
eyclic inclination. I mean by this its nature of predisposing 
prolonged, continual swings between opposites of mood, be- 
tween feeling of increased potency on one hand, and feeling of 
inadequacy on the other. Here also no interpretation is more 
than a speculation. 

It is known that the smooth muscles which control the size 
of our small blood vessels are not subject easily to fatigue. 
This, however, does not mean necessarily that prolonged activ- 
ity, such as is involved in the maintenance of the condition 
underlying a mood, may not finally result in fatigue. If this 
is true the vasomotor mood fixation would finally be brought 
to release by a gradually and slowly accumulating fatigue. 
A relaxation of the specific effector group which maintains it 
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would occur and this would tend slowly to reéstablish the vital 
balance of the vegetative state. When the latter is brought 
back, there will be a period of time when the evocation of the 
emotions of the group, corresponding to the just abated mood, 
will be prevented from imprinting vasomotor fixation by the 
still unrestituted fatigue of its adequate vasomotor effectors. 
During this period, only a fixation of a mood by the opposite 
emotional group will allow itself. The plastic principle is 
exhausted in one direction by the prolonged mood and can 
work for some time only in the opposite. This would account 
for the liability of opposite mood fixation, if conditions favor 
the excitement of opposite emotions, at the same time as it 
accounts for the abating of one mood after a long period of 
time. 

If my theory concerning the cycloid temperament is valid, 
we may understand easily how the disintegrative process of 
the manic-depressive psychosis, in its onset, may find the in- 
dividual by mere chance in either one or the other of the 
mood swings, and how, in the way I have previously indicated, 
it may accentuate it. 

The psychological significance that these general and, ac- 
cording to my hypothesis, physiologically determined moods 
may attain when they become objects of uncritical rational- 
ization, is a secondary effect. It is by such rationalization 
that they produce a number of these disproportional ideas of 
the self that are characteristic of the psychosis. 

The selective activity of the mood on our thinking is an 
undeniable matter of common everyday experience, and needs 
hardly any comment. It is a well-known psychological law 
that acute emotional states determine attention, both in the 
realm of perceptual and imaginative thinking. This means: 
that, during the acute emotional state, only such impressions 
or such associations attain meaning and thus become objects of 
thinking which harmonize with the trend of conation of the 
emotional condition. The same principle undoubtedly holds 
true for the moods or the general feelings. These also deter- 
mine attention in such way as to favour thinking which, in a 
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general way, conforms with and supports the mood. In this 
manner, the mood will select those impressions which evoke 
emotions of its group; in other words, a general feeling of 
increased potency will select for perceptual or imaginative 
thinking only such objects as evoke the sthenic affects, while 
a general feeling of inadequacy will select with preference 
such objects as evoke the asthenic affects. We can easily see 
that such state of affairs will accentuate immensely the vicious 
circle of the mood condition. 

The above description of selection gives its cognitive aspect. 
The fact, however, that the selection takes place by means of 
allowing and preventing impressions and associations to at- 
tain meaning, suggests that it is ultimately a selection of im- 
pulses, the latter being the determinants of meaning. I have 
already pointed out how the theory of vasomotor fixation may 
account in a general way for the conative aspect of selection. 

It is very important for the understanding of the various 
reaction forms of the manic-depressive psychosis to recognize 
clearly this selective activity of the mood. It is such selection 
that accounts for the two different affect constellations that 
we can distinguish definitely in the manic and the depressed 
patient on the first and second level of profundity of disin- 
tegration. The mood in itself cannot be explained by the dis- 
integrative process merely. The theory of the constitutional 
eycloid type, which I have elaborated upon above, may give 
some explanation of it, even if not perhaps a fully conclusive 
one. | 
There is a picture of depression which I am anxious to call 
to attention because it is seen rather frequently. It is a pic- 
ture in which none of the symptoms which are directly refer- 
able to the disintegrative process are overtly manifested. 
Consequently it is difficult to place it on any one of the three 
levels of profundity of distintegration. I refer to the plain 
retardation with depression. There are two variants of such 
retardation that can be distinctly observed. 

The first variant is characterized by the fact that the re- 
tardation seems to affect only conscious, volitional activity. A 
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patient suffering from it may carry on the automatic and 
semi-automatic acts with normal accuracy and speed. For 
instance, he may walk with normal pace. A fly settles on his 
hand ; he may immediately and efficiently wipe it off. He may 
use his handkerchief properly and proficiently. He may wash 
himself like a normal using the towel like a normal. A woman 
patient may carry on such automatic occupations as knitting, 
approximately as well as a normal person, or another patient 
may turn the leaves of a magazine just in the same way as 
anybody. On the other hand, if you ask the patient a ques- 
tion, he seems to be unable to respond properly. You may 
notice for a while signs of attempt to respond on the side of 
the patient, but the effort of the attempt soon abates and with 
a sigh of resignation or an apologetic smile or shrug of the 
shoulders he will soon fall back into a kind of hopeless attitude 
of “‘what is the use, I can’t anyhow.’’ Occasionally, though 
rarely, the initial effort breaks through and you get a response 
to your question. This response is practically always relevant 
and comes out with normal or perhaps a little exaggerated 
speed, somewhat explosively. As another test of the condition 
. you may ask the patient to write his name on a piece of paper. 
There will be a tremendous initial difficulty in doing it and, 
mostly, nothing will result. However, on rare occasions, the 
initial difficulty is overcome and the patient will write his 
name. On such occasions his writing is rapid, explosive, and 
of good texture. Or you may ask the patient to move from 
one chair to another; the same tremendous difficulty in ini- 
tiating the activity according to your command will again be 
seen. As a rule the patient will not be able to do as you urge 
him. If, however, he succeeds in breaking through, the move- 
ment, the walking, once begun, will be of normal rapidity. 
The term initial retardation can to my mind be applied very 
properly to the condition described, initial retardation of con- 
scious volitional effort. 

The second variant of retardation differs from the first in 
essential respects. Here the retardation does not seem to be 
limited merely to conscious volitional activities, but it also 
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stretches to the automatic and semi-automatic ones. The pa- 
tient walks slowly; such acts as wiping away a fly, washing, 
using the handkerchief, and so forth, are either absent or 
slow and fumbling. A woman patient suffering from this 
form of retardation is incapable of knitting. If you ask a 
question, there will be mostly no response. In rare instances 
a response may follow after long delay, even after minutes. 
When it comes, it is as a rule adequate, but it is not delivered 
with explosive rapidness as was the case in the former form 
of retardation. It is slow and, oftentimes, it may be carried 
only to partial completion. In the same way, you may ask a 
patient to execute a certain act, for instance, to take your 
pencil, walk across the room, and put it on the mantelpiece. 
After a long delay the patient may start off. He fumbles for 
your pencil; slowly and with extreme difficulty of effort he 
rises and drags himself across the room to the mantelpiece 
where he places the pencil. The interesting point is that the 
act is carried out adequately although slowly and with delay. 
The retardation is more than an initial one; it is evenly di- 
vided over the whole course of the activity. If you ask the 
same patient to write his name, he may begin hesitatingly; he 
will write very slowly and with a feeble line and, before he 
has completed his signature, his effort may have gradually 
faded off and the second half of his name may be merely a 
hardly perceptible shapeless line. We may conveniently call 
the second form of retardation just described ‘‘homogeneous 
retardation’’ to distinguish it from the first form, or the 
‘‘initial retardation.’’ 

‘In view of the fact that, in both the forms of retardation, 
the response of a patient is as a rule adequate whenever it can 
be obtained under strong urging, I feel that the purely re- 
ceptive understanding of simple facts is not essentially im- 
paired in the retarded condition. Whether or not the elab- 
oration of facts is impaired is difficult to demonstrate defi- 
nitely, but I feel convinced that such impairment is the case. 
The two forms of retardation differ most strikingly in that 
the first form involves only conscious volitional effort, not 
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automatic or semi-automatic activity, and is essentially an 
initial retardation, while the latter form involves also the 
automatic and semi-automatic conduct and is equally dis- 
tributed over the total course of any activity. 

The clinical differentiation of the two forms of retardation 
is easy, but the interpretation of them is rather difficult. 

The fact that the first form of retardation leaves undis- 
turbed the automatic and semi-automatic activities, impairing 
only conscious volitional effort, suggests that it is more pre- 
dominantly psychological than the second form. At the pres- 
ent stage of my observations I am inclined to explain such 
retardation by directly referring it to the accentuated feeling 
of inadequacy. I believe that it is based on a psychological 
intensification of this feeling, an intensification which is pro- 
found enough to have established a paramount negative belief 
in capacity to do, act, and decide. Such belief, in accordance 
with a principle which is observable in less extreme form 
within the realm of the normal, may extensively paralyze 
volitional effort. We may say, in other words, that, in this 
form of retardation, the mood of inadequacy in itself has at- 
tained tantrum supremacy and, as a secondary effect, produces 
by rationalization a still further reinforcement of itself by 
nourishing an unshakable belief in the patient that he is in- 
capable of acting. This belief will naturally paralyze voli- 
tional effort but leave automatic and semi-automatic activities 
undisturbed. If such interpretation is true, we would have 
to place the condition of this form of retardation on the sec- 
ond level of profundity of disintegration. It represents, in a 
way, a State of tantrum liability, even if neither of the two 
tantrum constellations, which we have observed previously on 
this level of disintegration, come to expression, but merely the 
supremacy of the inadequate mood. 

The second form of retardation involving also the auto- 
matic and the semi-automatic activities, represents, as I see it 
at present, merely a complication of the state of affairs of the 
first form by an extensive, real exhaustion. of the psycho- 
motor effector system of the body. Consequently, in this 
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second form, we have what we may call the objectively unjus- 
tified intensification of inadequacy by the disintegrated con- 
dition, conjoined with an objectively justified inadequacy de- 
termined by exhaustion; while, in the former form, we have 
merely the objectively unjustified intensification of inadequacy 
by the disintegrated state. The above interpretation of the 
two kinds of retardation is only tentative, but it is the only 
one that I can offer on the basis of my present observations. 

It is, especially, the picture of retardation which has led 
certain psychiatrists to feel that disorder of thinking is the 
fundamental impairment in the manic-depressive psychosis. 
Such is of course not the case. As a general psychological 
proposition, there is no functional thinking disorder per se. 
Any functional disorder is conative-cognitive at the time, and 
the fact that the cognitive reflection of the aberration some- 
times may be more strikingly manifested than the conative in 
the clinical picture of the disease, should not make us blind 
to the recognition that this reflection is merely one side of the | 
functional disturbance. I have just suggested that, in the 
case of the retarded patient, there is probably a paralysis of 
volitional effort maintained by a strongly established negative 
belief in the capacity to act, which in its turn is rooted in the 
general feeling of inadequacy that results directly from the 
physiological condition of the mood. This negative belief 
assumably reinforces, in such cases, the feeling of difficulty of 
effort that is directly produced by the sensory stream from 
the patient’s mood-fixated vasomotorium. The apparent think- 
ing difficulty of the retarded patient is thus a conative-cog- 
nitive disorder. 

As a general support for the proposition that no functional 
disorder is cognitive merely, but always conative-cognitive, 
we may compare the ‘‘thinking difficulty’’ of the retarded 
patient with other ‘‘thinking disorders’’ of the manic-de- 
pressive psychosis, such as are manifested in other conditions 
of the disease, notably, when the patient presents definitely 
the picture of the second and third level of profundity of dis- 
integration. A patient on the second level suffers most de- 
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eidedly from a thinking disorder; his judgment is severely 
impaired and he maintains obvious delusions, but here the 
thinking defect is without doubt determined by another ab- 
normality of striving, more especially, by the uninhibited su- 
premacy of his impulse life, which evades any checking and 
eritical control by a higher, purposeful, integrative agent. 

On the third level of profundity of disintegration the pa- 
tient, no doubt, presents a thinking disorder. But here again 
the thinking disorder is merely one reflection of the general 
disorder condition. The conative side of the disorder is, in 
this case, the continual chaotic conflict between numerous non- 
integrated impulses, which prevents the maintenance of sus- 
tained one-directed effort for a sufficiently long period of time 
so as to result in a purposive trend of thought, or in an ade- 
quate verbal response to a simple question. 

Whether or not, in organic mental disorder with a definite 
localized structural leasion of the brain, we may obtain a dis- 
order that can be called properly a purely cognitive one, is a 
question which I am not prepared to answer here. 

It remains to consider the third of the ‘‘imperial moods’’ 
of the manic-depressive disorder, the feeling of unreality. The 
propensity of our immediate environment of appearing sub- 
jectively real to us, is a matter of the meaning of its objects 
and is determined by our striving relative to the latter. The 
cipher of the general principle by which the world seems real 
to us, its occupants, is briefly this. Life, its objects, and deeds, 
become real and a personal adventure as we Strive and as, in 
striving, we face and overcome thwartings and obstacles. If, 
for some or other reason, our general urge should abate, then 
life would change its meaning, it would lose its feeling of per- 
sonal reference, it would seem different and unreal. There 
are certain individuals who are born with an undue weakness 
of urge, to whom life never acquires strongly the propensity 
of realness. Those, like Goncharov’s hero Oblomovy, are the 
victims of continual ennui; they always feel bored, and 
strangely alone and outside. Their own selves do not even 
seem real to them. But the feeling of unreality occurs not 
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only when urge in general abates, it also occurs when urge 
changes direction. Things will seem to us as they should be as 
long as we strive in reference to them in the way we are ac- 
eustomed. If suddenly we should begin to strive differently 
towards them, they would change, they would seem different, 
unfamiliar, and unreal. And so would we appear to ourselves. 
‘‘Suppose,’’ writes McDougall, ‘‘that you woke up one morn- 
ing, with all your conative trends and settings completely 
transformed or redirected, hating all those you had loved, dis- 
liking all things you had liked, caring nothing for money or 
reputation, turning your other cheek to the smiter, and loving 
those that despitefully used you, angry and scornful where 
you had been tender, pitiful, and sympathetic. Then, indeed, 
you would feel yourself to be another man .. .’’ (Bib. ref. 6, 
p. 371). A large measure of the unrealness which attaches to 
our early memories is undoubtedly due to such change of striv- 
ing, a change, in general, from childhood conative attitudes 
into adult ones. 

This principle accounts for the feeling of unreality from 
which the manic-depressive patient suffers and which he can 
record in retrospection after recovery. It is felt most strongly 
on the third level of profundity of disintegration, but it is 
not uncommon also on the second. The adaptively integrated 
urge which is characteristic of normal health is modified tem- 
porarily, in the psychosis, into a chaotic disintegrated one, 
consisting of a vast multitude of uncontrolled impulses which 
sometimes express themselves with supreme intensity in tan- 
trums, sometimes conflict and interfere with each other in a 
purposeless, chaotic manner. This is a change of urge of im- 
mense profundity and well sufficient to produce a feeling of 
unreality. There is no doubt to my mind that this third 
‘imperial mood’’ of the psychosis is adequately explained by 
this principle, and that, consequently, the general feeling of 
unreality can be directly referred to the disintegrative proc- 
ess, while the other two ‘‘imperial moods,’’ the feeling of 
omnipotency and the feeling of inadequacy, cannot. 

The feeling of unreality, just as the feeling of omnipotency 


THE MANICc-DEPRESSIVE PSYCHOSIS 75 


and the feeling of inadequacy, is important in the psychosis 
for the reason that it determines very specific conduct-forms 
or symptoms, especially on the third level of profundity of 
disintegration. It furnishes, in fact, the background for the 
occurrence of a number of these symptoms which are spoken 
of by the psychiatrist as indicators of confusion, in the broad 
psychiatric sense of the latter term. What I refer to spe- 
cifically are such conduct-forms as the outer or objective dis- 
tractibility, the mistaking of the identity of people and of the 
meaning of objects, and the symptom denominated as re- 
sistiveness, all of which are characteristic of the third level of 
profundity of disintegration. 

The psychology of outer distractibility and of resistiveness 
I have dealt with in my recent article on confusion and I fol- 
low here closely my earlier discussion of this problem (Bib. 
ret, 3): 

The chaotic state of continual interference of one impulse 
by another simultaneously active one, which is characteristic 
of the third level of profundity of disintegration, is undoubt- 
edly enough to account for a considerable part of the dis- 
tractibility of the patient, notably for what we may call the 
‘inner distractibility.’’ But the distractibility to which the 
psychiatric term more especially refers, namely, the liability 
to be distracted by any outer occurrence even of trivial kind, 
may require a further principle for its interpretation. It is 
to the promotion of such ‘‘outer or objective distractibility’’ 
that I think the general feeling of unreality contributes. On 
the background of this feeling, naturally any impressions 
from the outside are liable to appear in some measure strange 
to the patient, and attaining such attribute of strangeness, 
they are liable to evoke his curiosity instinct. In addition to 
the ‘‘inner distractibility’? due to continually conflicting si- 
multaneous impulses, we may thus recognize an ‘‘outer dis- 
tractibility’’ due to the peculiar liability for the curiosity 
instinct to be activated by the multitude of impressions re- 
ceived through the sense organs, latter liability being an ex- 
pression of the underlying general feeling of unreality. 
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Curiosity is peculiarly liable to blend with fear. Any ob- 
server of curiosity in animals will be struck by the fact that 
the animal in front of a strange object seems to sway between 
two impulses, one to approach it so as to obtain fuller per- 
ception of it, the other to run away from it in fear. The 
predominance of one or the other of these impulses is prob- 
ably determined to some extent by the degree of strangeness 
of the object, but, above all, by any indication of aggressive 
behaviour of the latter, when the impulse to flight immedi- 
ately conquers the impulse of curiosity. This principle ex- 
plains, I believe, the symptoms of resistiveness in our patients 
on the third level of profundity of disintegration. The term 
resistiveness has come to apply to a very specific kind of clin- 
ically observed conduct. Whenever you try to manipulate 
any limb of the deeply disintegrated patient, he will with- 
draw his limb or resist your manipulation as if afraid. This 
kind of conduct is most frequently seen in patients approach- 
ing the depressive stupor, when, as has been pointed out 
previously, overt conduct has abated considerably by virtue of 
an extensive exhaustion of the psycho-motor effector system. 
There is little doubt that this resistiveness is a true fear-re- 
action which is entirely different in its psychological moti- 
vation from the negativism oftentimes showed by the stupor- 
ous schizophrenic. The feeling of unreality which is the 
background for the symptom makes all objects seem strange 
and uncanny. The manipulation by the physician of the 
patient’s limb has just enough of aggressiveness to turn the 
uncanny object into the definitely fearful. In certain in- 
stances the resistiveness may take on a more generalized form. 
The patient who, before you enter his room, may have dis- 
played some sway of activity indicating a certain measure of 
sequential response to disparate conflicting impulses, on your 
approach may suddenly shrink and become rigid. He may 
even hold his breath. This reaction I refer to as a generalized 
resistiveness because I believe it to be the manifestation of 
the typical sham-death response to fear, and has the same 
motivation psychologically as the resistiveness. I suggest that 
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the clinician keep in mind that this state of sham-death is 
vaguely different from the plain depressive stupor, latter 
being merely the expression of the exhaustion of the psycho- 
motor effector system. For the sake of the subtle analysis 
of the patient’s condition it is profitable to keep them apart. 
There is enough clinical difference between the two to allow 
a discrimination on close observation. 

The symptom spoken of as ‘‘Personenverkennung,’’ or mis- 
taking the identity of people, is merely a subdivision of a 
broader tendency that we may call ‘‘the tendency to misin- 
terpret the meaning of objects.’’ It would seem to be essen- 
tially a joint type of ‘‘outer’’ and ‘‘inner distractibility’’ by 
which one or other trait of the mis-identified person distracts 
the patient’s mind to some absent individual by superficial 
association, a distraction that lasts long enough to allow a 
verbal expression, for instance, such as the following: ‘You 
are President Wilson,’’ or ‘‘you are the attorney of my 
mother-in-law.’’ The kinship of ‘‘Personenverkennung’’ with 
the broader tendency to mistake the meaning of objects may 
be illustrated by a woman patient who, on the physician’s 
visit, suddenly pointed at the wall and exclaimed: ‘‘Look at 
this beautiful vase.’’ Later, during recovery, she was able 
to retrospect on the incident, and pointing at a crack in the 
wall she explained that it had the curvature of a vase and 
that it was the object which had made her think and speak 
of such. The crack might just as well have called to her 
mind the nose of M. Cyrano, and then she would have claimed 
the presence of this gentleman or at least the presence of his 
portrait on the wall. In such case we would have had a mis- 
identification of an object with a person. All such misinter- 
pretations, characteristic of the third level of profundity of 
disintegration, have probably the same basis. Trivial sen- 
sory impressions distract the patient and call forth super- 
ficial associations which are momentarily accepted without 
critical checking, leading to a vague ‘‘apperception’’ of a 
false object. Conditioning the whole procedure is the com- 
plete disintegration of purposively adaptive sustained urge. 
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I doubt that the objects thus “‘mis-apperceived’’ are accepted 
with profound conviction as real. On the second level of 
profundity of disintegration, misinterpretation of objects 
may also occur, but here false meaning of these may be ac- 
eepted with lasting conviction, the misinterpretation being 
determined by a sustained tantrum impulse. 

On the border between the second and the third level of 
profundity of disintegration we see sometimes another in- 
teresting conduct form which, according to the retrospective 
account I have obtained from one young girl patient, was 
superimposed, in her ease, on the feeling of unreality. This 
young girl showed the symptoms of the second level by a 
liability for tantrum fears. Betweentimes she was mostly 
wandering about aimlessly in a manner that suggested the 
indefinite sway of activity characteristic of disintegration to 
the third level of profundity. At such times she was also 
apparently somewhat dazed, the general vital intensity being 
low. On my visiting her, it happened several times that she 
eagerly clung to me as if in distress and as if to seek shelter. 
Furthermore, while doing this she searchingly manipulated 
my arms, head, hands, clothes, ete., looking closely at me. 
Her motive for this, as she told me later was to assure herself 
of the realness of my person. The whole world seemed dream- 
like, unsubstantial, and it was a relief to her to sense things 
and explicitly experience their resistance towards her manipu- 
lations. Exactly the same kind of conduct I have observed in 
quite a number of patients in the same condition as the girl 
referred to above, but only in her case have I been able to 
obtain an explanatory retrospective account of the motive be- 
hind it. In order to get a name for this form of symptomatic 
conduct, I suggest that we denominate it ‘‘manipulation 
folly.’’ 

There are probably a number of other peculiarities of be- 
haviour of the patients on the third level of profundity of 
disintegration which may have their direct explanation as 
reactions to the general feeling of unreality, and which are 
well worthwhile for clinical observation. 


CHAPTER V 


A DIAGRAMMATIC SUMMARY OF THE PRINCIPLES AND SYMPTOMS 
OF THE MANIC-DEPRESSIVE PSYCHOSIS 


The interaction of principles in the production of the 
symptomatic reactions of the manic-depressive psychosis is 
very complex. I have tried to describe it in this paper as my 
observations have led me to understand it. As a further 
clarification of the matter I shall submit a diagram which will 
serve, also, as a Summary of my total previous discussion. In 
this diagram I shall endeavour to mark off and group the 
symptoms in such a way as to express what is fundamental in 
the disorder and what is accessory, what is determined by 
something else and what is the determinant. 

There are three fundamental agents responsible for the 
manic-depressive psychosis. These are given in the diagram 
under (A), (B), and (C). Two of these, (A) and (B), are 
constitutional determinants of the disorder, the third, (C), 
is acute and contracted (Fig. 3). 

(A) is the cycloid constitutional temperament which makes 
the patient liable to suffer, even during normal healthy con- 
dition, prolonged swings of mood, from a feeling of increased 
potency, on the one hand, to a feeling of inadequacy, on the 
other. | 
(B) is the constitutional egotistic trait, or the EH-disposition. 
This accounts for the establishment by repression of the sub- 
conscious egotistic personality-part which we have reason to 
believe exists in the majority of the individuals who, under 
general disintegration, break down into manic-depressive 
disease. 

(C) is a disintegrative agent which produces the general 
falling down of the effects of adaptive integration and brings 
about the state to which is referable the majority of the symp- 
toms of the disease. 

The first effect of the beginning disintegration is to break 
down the less profoundly built inhibitions, namely, the ones 


[ 79 ] 


DUKE UNIversity PsycHOLOoGIcAL MoNOGRAPHS 


80 


me3zsks 10Z09zJO AOVOW=-oyohsa 
JO voTzsneyxy 


zodnyz8 
datssaszdag RYOeCQO DUH FUOSIed Jo 
UOTwWoPZPIVSPTSiR 


ot 
sjUowen0m AyAyIOR «=—«-- (SIITEQEZORIISIT z ATTOS KATIA 
Is doad IRINBsIIt ‘{TTeur Jo go Anns Joeuuy ssoucs —UOTYeT =TPOVAYR TP 
uvotsnjuop Se{d 930ut pscoouy OZTVIJSpY] qUDTT ~FISTS9y -ndyueq eay3o0a0Qo ae 
OTTEpsre 401 
snoovsSouog 
suotsntog suoTANTog 
6 
ut 91 
ve So 1z 
BUNAAUS A smnszve2 ToT yepaezos 
opucyysy ofueuys Tetzray 
(sf 34 al 
: z 
€ 

potztade zat 
At Teorun foenbepent faaezodtw0 
FO BuyToog jo PutTecy 

suUniquey, qaed-A4tTeuoszed 
SOKRTNATI poyearyoyutsip wo9m49q BosTNdat pezeisozutstye OTYSTIOSS $ 
ZOTTJUOO 103 AZITIGETT Jo soeuoadns to soejans 02 Butrop Pee ae sucese = 
go sutTooy JO Battoog 
6 Tt 3 t l l 
(u013 sodeTp=g ) 
zteay qtesy 
quoZe eaTAeIZ02UTSIG [euoTyNnyyysuce Terorqaqrzeues 
OFWBTIOSy propos 
3 a Y 


€ o1ns1a 


THE MANIc-DEPRESSIVE PsycHoOsISs 81 


maintaining the repression of the subconscious egotistic per- 
sonality-part. This expresses itself in the coming to the sur- 
face of egotism in the onset of the psychosis. The egotism 
has a double origin; it is partly determined by the E-disposi- 
tion, partly by the beginning disintegration, a state of affairs 
which is indicated in the diagram by the two routes (1) and 
(2), both converging to the point which diagrammatically 
represents the symptom in question. 

Independent of the mood in which the beginning disin- 
tegration sets in, whether in a swing of hyper-potent feeling 
or in a swing of feeling of inadequacy, the mood which by 
chance is predominant at the onset becomes fixated and in- 
tensified by the predominantly egotistic urge. This takes 
place by virtue of the unduly egocentric direction of the in- 
terests of the egotist. A vicious circle is created which pro- 
duces, on the one hand, an extreme feeling of omnipotency, 
on the other, an extreme feeling of inadequacy. These two 
conditions again have a double origin, on the one side, in the 
eycloid temperament, and on the other, in the dominance of 
egotism, a situation that is indicated in the diagram by the 
routes (3) and (4), and (5) and (6). 

The extreme feeling of inadequacy in some cases paralyzes 
volitional effort completely and_results in the condition we 


have called initial retardation. Probably a more profound 
degree of disintegration than the one producing the symptoms 


of the onset stage is also involved in the initial retardation, 
assumably a disintegration to the second level of profundity. 
In the diagram the initial retardation is referred to the feel- 
ing of inadequacy and to the disintegration of the second level 
of profundity by routes (7) and (8). 

The initial retardation may be complicated by an extensive 
exhaustion of the psycho-motor effector system of the body. 
This leads to what we have called ‘‘ homogeneous retardation’’ 
(diagram, routes (9) and (10)). 

The increasing disease results gradually in the disintegra- 
tion to the second level of profundity which is characterized 
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by a liability for tantrums. This development is expressed in 
the diagram by route (11). 

The liability for tantrum reactions brings out two definite 
constellations or groups, the sthenic and the asthenic. The 
determinant of these is one or the other of the two ‘‘imperial 
moods’’ of the psychosis, the feeling of omnipotency and the 
feeling of inadequacy. The former feeling favours the sthenic 
constellation, the latter the asthenic. This is in the diagram 
expressed on the one hand by route (12) and (13), on the 
other by route (14) and (15). 

The sthenic and asthenic tantrum groups may secondarily 
determine grave judgment defects and delusions (diagram, 
route (16) and (17)). 

The continually deepening disease finally brings the patient 
down to the third level of profundity of disintegration which 
is characterized by a continual liability for chaotic conflict 
between non-integrated disparate impulses (diagram, route 
(18) ). 

Both the inclination for tantrum reactions on the second 
level of profundity of disintegration, and the liability for 
conflict between disintegrated impulses on the third level, 
represent profound general modification of the normal mode 
of purposive striving. Thus, these liabilities, either each one 
separately, or both in conjunction, produce the third of the 
‘‘imperial moods’’ of the psychosis, the feeling of unreality, 
a situation that is expressed in the diagram by the routes (19) 
and (20). 

The feeling of unreality easily brings out a tendency of 
outer or objective distractibility. The mechanism is as fol- 
lows: on the background of the general feeling of unreality, 
all impressions from the outside will seem to the patient 
strange and unusual. This will tend to evoke his curiosity in- 
stinct on any stimulation from the outside (diagram, route 
(21)). The inner distractibility of the same patient is merely 
another term for flight. 

Inner and outer distractibility in conjunction may produce 
such symptoms as a tendency to misidentify people or to mis- 
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interpret the meaning of objects (diagram, routes (22) and 
(23) ). 

The feeling of unreality is also hable to bring out the symp- 
tom of resistiveness. Resistiveness is a fear reaction, and on 
the background of the general feeling of unreality, the strange 
stimulation, particularly if it is of aggressive nature, will 
evoke, instead of the curiosity impulse, the fear impulse which 
manifests itself in the symptom (diagram, route (24) ). 

The feeling of unreality finally may produce the symptom 
I have spoken of as ‘‘manipulation folly’’ (diagram, route 
(25) ). 

The liability for continual conflict on the third level of 
profundity of disintegration has, in itself; four direct symp- 
tom expressions, flightsof ideas and of directed conduct (inner 
distractibility ), indefinite sway of activity (contentless rest- 
lessness), incodrdinate play of small, irregular movements, 
and confusion proper (diagram, routes (26-29)). The first 
three of these symptoms represent sequential reaction to dis- 
parate, simultaneously active, disintegrated impulses. They 
differ essentially in this respect that there is a decrease in the 
amplitude of each consecutive response from flight to the in- 
coordinate play of small, irregular movements. Confusion 
proper, which is never more than a momentary condition, is 
identical with complete deadlock between disparate impulses, 
and its expression is complete immobility. 

The continual sequential reaction to the disparate conflict- 
ing impulses on the third level of profundity of disintegration 
may gradually exhaust the psycho-motor effector system of 
the body, involved in the response. This brings about a gen- 
eral abating of conduct which may result in approximate 
immobility, the depressive stupor (diagram, routes (30-34) ). 

As a further guide to the diagram I submit below an alpha- 
betical list of all the symptoms of the manic-depressive dis- 
order. Within parentheses after each symptom is given the 
routes which in the diagram indicate its determinance. 

Conflict, liability for (18). 

‘¢Confusion proper’’ (29). 
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Delusions (16-17). 
Distractibility, inner (26). 
Distractibility, objective (21). 
~—Egotism, coming to the surface of (1-2). 
Flight (26). 
—Inadequacy (intensified), feeling of (5-6). 
‘¢Manipulation folly’’ (25). 
Misidentification of persons and objects (22-23). 
Movements, incodrdinate play of small, irregular (28). 
_Omnipotency, feeling of (3-4). 
Retardation, homogeneous (9-10). 
Retardation, initial (7-8). 
Resistiveness (24). 
Stupor, depressive (30-34). 
Sway of activity, indefinite (27). 
Tantrums, asthenic (14-15). 
Tantrums, liability for (11). 
Tantrums, sthenic (12-13). 
Unreality, feeling of (19-20). 


CHAPTER VI 


GENERAL THEORETICAL CONCLUSIONS 


I have built this thesis on two broad, general and, I believe, 
reasonable presumptions, namely, (1) that the integration of 
human mind into personality is concomitant, neurologically, 
to the intricate acquisition of integration of neurones and 
neurone-systems on the highest level of the nervous system, the 
cortical; (2) that the effect of the depressant drug on the 
nervous system is essentially to derange this cortical integra- 
tion and thus produce a general disintegration of mind. 

The theory concerning the manic-depressive psychosis, the 
defense of which my discourse was intended to evolve, is the 
following: The manic-depressive psychosis is due to a tox- 
emia by a substance of the general nature of the depressant 
drug, which deranges in a general way the integration of the 
neurone systems on the cortical level (general dissociation of 
the cortex) and thus produces psychologically a general dis- 
integration of personality. As the toxin responsible for this 
condition is not known and as the neural derangement cannot 
be seen under the microscope, the only evidence which can be 
brought into support of the theory would be a clear demon- 
stration of the fact that all the symptoms, or at least the 
major symptoms of the disorder, can be properly interpreted 
as disintegrative, or as signifying, essentially, the temporary 
undoing of all the effects which the process of adaptive in- 
tegration has built up in the psychogenic evolution of the 
individual. 

As the analysis of the variety of manic-depressive disease 
symptoms, which I have undertaken here, points to the plausi- 
bility of such interpretation, my endeavour, even if it is not 
conclusive, brings fair support to the toxic theory of the 
manic-depressive psychosis. 
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PREFACE 


The monograph I here submit to the public is the second of 
a series, the first of which, dealing with the psychology of the 
manic-depressive psychosis, appeared in print about a year 
ago. It is desirable that a reader of the present thesis should 
be familiar with the preceding work, as many allusions to the 
Same are made in the course of my discussion of schizophrenia. 

The problems of schizophrenia are far more complex and as 
yet far more obscure than those of the manic-depressive dis- 
order. This is bound to reflect itself in the mode of attacking 
the former. While the psychology of the manic-depressive 
psychosis could be laid down as a broad linear development 
which is the ideal of epical style and in which one feature 
naturally follows another until the chain of reasoning is 
closed, the psychology of schizophrenia has to be presented, 
so to speak, by an approach towards a center from the various 
extremities of a star. Although this be the case, I hope that, 
at the end of my discourse, the star shall be one with a closed 
contour. 

Concerning my position in regard to the diagnosing of schi- 
zophrenia I beg to proffer the following comment. Kraepelin 
maintained stoutly that schizophrenia or, as he called it, de- 
mentia precox, is a fatal disease ending always in dementia. I 
am adopting his view against the growing tendency of my own 
generation of psychiatrists; thus the disease schizophrenia to 
which I devote this study is identical with Kraepelin’s demen- 
tia precox. 

A diagnosis of schizophrenia thus understood can be made, 
according to Kraepelin, on the consideration of three factors, 
the pre-psychotic history of the patient, including his whole 
life history beginning in childhood, the onset history of the 
disorder, and the clinical disease picture. In other words, on 
the basis of such consideration, it is possible to forecast with 
fair certainty a fatal outcome of the psychosis, fatal outcome 
meaning final dementia. I beg to emphasize that this state of 
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affairs does not at all denote that we have to postpone the 
diagnosis until dementia is evident, it implies a real prog- 
nosis, already procurable when the disease begins to ramify 
itself. | 

In the younger generation of psychiatrists there is a tend- 
ency to depart from Kraepelin’s principles and to make a 
diagnosis of schizophrenia chiefly on the clinical picture of the 
disorder, as soon as the latter comprises such symptoms as 
delusions and hallucinations. As, however, delusions and 
hallucinations also occur frequently on the background of the 
general disintegration of mind which is characteristic of the 
manic-depressive psychosis, a confusion of the two disorders 
easily arises, and the diagnosis of schizophrenia becomes mean- 
ingless. These younger psychiatrists will have the delightful 
experience of seeing frequently their cases of ‘‘schizophrenia’”’ 
recover ; which will be a feather in their hat if they are private 
practising therapeutists, and cast an aureole of glory over 
their institution if they are hospital men. 

It is my fate to be conservative in this concern as in many 
others and to acknowledge with respect the value of the 
suggestions given by the old pioneer of psychiatry, Emil 
Kraepelin. 

In another regard, too, I am conservative in this study. I 
make no comments on or references to psychoanalytical views 
of schizophrenia. This is not because I am unfamiliar with 
them, but rather because at present I have not been able to 
convince myself sufficiently of their validity. 

The analyst probably will proclaim that, in my psycholog- 
ical interpretation, I skim only the surface. Be this as it 
may, remember that, when you look into the sea and reach the 
twilight of the profound depth, objects become shadowy and 
blurred in outline and you easily illusionate meanings which 
may not be adequate to reality. I keep my interpretations on 
a level where my concepts are not phantasmagoric, be this 
level perhaps only half way to the terminus ad quem. 

In my earlier monograph on the manic-depressive psychosis 
I expressed words of appreciation and gratitude to many men 
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who kindly promoted my study of this disorder. The same 
words of gratitude apply to the present thesis. I am in- 
debted to the trustees of McLean Hospital and to its former 
superintendent, Dr. F. H. Packard, for having offered me 
the opportunity of making my observations on schizophrene 
patients; to Professor William McDougall for having con- 
tributed the general doctrine of psychology, in the light of 
which these observations could be organised and interpreted ; 
to my friends and former colleagues of the same hospital for 
having discussed with me these interpretations; and to Duke 
University for having courteously undertaken to publish my 
work. 
Heuce LuNDHOLM 
Brant Rock, Massachusetts 
August 17, 1931 
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CHAPTER I 


GENERAL COMPARISON OF THE MANIC-DEPRESSIVE PSYCHOSIS 
AND SCHIZOPHRENIA 


In a recent monograph entitled The Manic-Depressive Psy- 
chosis I endeavored to interpret this disorder as essentially 
toxic in origin (Bibliographical Reference 15). I suggested 
that, although it has not yet been demonstrated by chemical 
research, the crucial toxin must be one of the general nature 
of a depressent drug. It might be a fatigue product of me- 
tabolism, though I am by no means convinced that this is the 
case; or it might be such fatigue product in conjunction 
with another chemical which, however, still remains to be 
discovered. 

How did I arrive at such conclusion ? 

I reached it by route of a purely psychological consideration 
of the manic-depressive disorder as interpreted on the ground 
of two broad assumptions, one concerning psycho-physical 
interrelation in general, the other concerning the general char- 
acteristic of the neuro-physiological effect of the depressent 
drug. 

The two basic assumptions were the following: 


1. The gradual acquisition, during mental growth, of 
adaptive integration of our cognitive-conative propensities 
into personality is probably concomitant, on the physical 

plane, with the gradual procuration of integrative com- 
munication between neurone systems on the higher level of 
the nervous system, particularly the cortical. 

2. The influence of a depressent drug on the nervous sys- 
tem is essentially to loosen or weaken, in a general way, this 
neural integration of the higher brain-level, so as to pro- 
duce, psychologically, exactly the state of general disin- 
tegration of personality. 


If these two premises are correct in their general formula- 
tion, the truth of the toxic theory of the manic-depressive 
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psychosis will be indirectly supported in proportion to the 
measure in which we can show that the majority of its ob- 
servable manifestations are exactly of the kind that would be 
expected if all the effects of adaptive integration disappeared 
temporarily. If, in other words, the symptoms of the disorder 
should turn out in the analysis to be essentially disintegrative, 
the nearest explanation of the disorder would be to attribute 
it to a toxemia by a depressant drug. 

I endeavoured to show that the analysis of the psychosis 
reveals this to be the case. The analysis was carried out en- 
tirely in the psychological realm and was based on an intimate 
appreciation of the psychological significance of integration of 
mind in the mental growth of the individual. 
~ Adaptation or adjustment of the human being is, in its 
_ most essential aspect, adjustment to the imperative necessity 
of group life. Such adjustment involves the acceptance of 
and submission to the moral code of the group. No absolute 
moral exists. The moral codes of different groups, different 
races, differ. During the evolution of a group from lower 
forms of organization into higher, however, there always ap- 
pears a development of moral laws. These moral laws sub- 
serve the protection of the group rather than that of the 
individual, or the protection of the latter merely as a member 
of the former. This being the case, the acceptance of the moral 
code of the group by the growing individual can be furthered 
only by an appeal to his protective instinctive impulse. Only 
through a sentiment incorporating the protective impulse can 
the group be appreciated as a value higher than the self, an 
object the preservation of which is even more important than 
the preservation of the self, in short, an object to be protected 
by all means. 

Preservation of the group at the expense of the self must 
always involve in some measure an inhibition of egotistic 
wishes for the sake of altruistic group-furthering ideals. Con- 
sequently sublimation, which is the most important mental 
process constituting adaptation, must be in essential aspect a 
process of inhibition. 
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Sublimation may be defined as the substitution of the goals 
of crude, egotistic, instinctive strivings by increasingly higher 
social, moral, or altruistic goals. Or, as Professor McDougall | 
expresses the matter, ‘‘The essence of sublimation, broadly 
conceived, is the raising of the moral plane upon which the 
energies of our native tendencies are expended’’ (Bib. ref. 18, 
p. 1384). Such substitution involves, as has been just stated, 
an inhibition of the crude drives by the drainage or utilization 
of their energy into social, ethical, and altruistic channels, a 
drainage by which the instinctive energies come to be ex- 
pended upon and manifested in constructive social activity. 

Without a theory of drainage of conative energies, as pro- 
pounded by Professor McDougall, the process of sublimation 
cannot even remotely be understood; neither can the process 
of repression which I shall discuss shortly. 

Aside from elevating the ethical level of conduct, sublima- 
tion has two very important effects upon the general form of 
the working of our impulses. 


1. By integrating all our cognitive-conative propensities 
under increasingly dominating sentiments and ultimately 
under one paramount master-sentiment, sublimation de- 
creases the liability of conflict between impulses, unavoid- 
able but for such integration. Each act of sublimation is a 
solution of a conflict between a lower and a higher mode of 
activity ; when sublimation has become a habitual process 
through prolonged exercise, it solves easily and smoothly all 
the conflicts which may occur in the adjustment to life. 

2. By introducing adjustive balance between impulses, 
sublimation modifies our crude, instinctive drives from tan- 
trum reactions, which express themselves with full and in- 
considerate intensity immediately upon evocation by the 
presence of the adequate object, into controlled outlets of 
desire. This control manifests itself partly in a proper 
deliberation in the allowance of the impulses, and partly in 
a subduing of their crude and beastly violence. 
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People differ in capacity to sublimate. I suggested in my 
first monograph that this difference is constitutionally de- 
termined. As true sublimation always works through an 
appeal to the protective impulse, only such individuals as are 
born with a strong protective instinct can sublimate. These 
are the people who possess what I have called A-disposition, 
or altruistic disposition. Individuals, on the other hand, who 
are born with an unduly weak protective impulse, with E-dis- 
position, or egotistic disposition, cannot sublimate. Yet, such 
people are capable of some measure of social adjustment. This 
adjustment, however, is furthered by a far different mental 
process than that of sublimation, namely, by repression. 

Repression does not fully control the egotistic a-social im- 
pulses by sufficient inhibition; it merely prevents or limits 
their reflection in consciousness and prohibits their overt ex- 
pression. While thus the repressing individual adopts super- 
ficially the manner of conduct of the sublimating man, there 
is built up in him a second subconscious personality part of 
essentially egotistic character. This personality part, which 
by virtue of a dominant of its own may integrate into a second 
self, may become of very fatal significance for mental health. 

The average man probably both sublimates and represses in 
his adjustment to his social environment, the predominance 
of one or the other process being determined by the relative 
strength of the A- and E-disposition. 

We-may return now to the disease syndrome of the manic- 
depressive psychosis. The study of the manifestations of this 
disorder reveals that the major part of its symptoms can be 
explained by a temporary general breaking down of all the 
inhibitions that adaptive integration has established during 
the mental growth of the individual. This means, in other 
words, that the essential nature of the disease is one of tem- 
porary general disintegration. In accordance with our prem- 
ises, this points, in its turn, to a toxic determinant of the 
disorder. 

During the course of the psychosis, there are three levels of 
profundity of the disintegrative process which can be clearly 
distinguished. 
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1. The first level of profundity of disintegration is char- 
acterized by the appearance in the patient of a variety of 
egotistic inclinations of a mild form, inclinations that prob- 
ably, during normal health, have been prevented from overt 
expression by repression. This represents the slightest de- 
gree of general disintegration and is significant of the onset 
of the manic-depressive disorder; it indicates a beginning 
of breaking down of the least strongly established adaptive 
inhibitions. 

2. The second level represents a far more advanced de- 
gree of the disintegrative process. Here the breaking down 
of inhibitions has proceeded to the point of bringing the 
patient back to a primitive, tantrum stage of conduct. A 
striking liability for tantrum emotional reactions, even in 
situations which are far from adequate, is the outstanding 
feature of this state. 

_3. Patients occupying the first and second level of pro- 
fundity of disintegration are still pronounced mentally 
clear by psychiatrists. When the disease reaches the third 
level of profundity of disintegration, the patients are 
spoken of as confused. It is characteristic of this level that 
the disintegrative process attains such depth as to cause a 
continual liability for conflict between disparate impulses. 


Each of the fundamental characteristics of the three levels 
of profundity of disintegration forms the basis of a variety 
of accessory or superimposed symptoms, a matter upon which 
I cannot enter in detail here; just as, for the sake of brevity, 
I have to leave out of consideration the few manifestations of 
the manic-depressive disorder that are not directly explain- 
able by the disintegrative process, namely, two of the ‘‘im- 
perial moods’’ of the disease, the feeling of omnipotency and 
the feeling of inadequacy. My earlier monograph, to which I 
have to refer the reader, gives a full account of the rdle they 
play in the psychosis and a tentative hypothesis for their. 
explanation (Bib. ref. 15). 

I have reviewed rather extensively my theory of the manic- 
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depressive psychosis for a very vital reason. ;I wish to be 
able to point out in the very beginning of this study, and in 
the most emphatic fashion, that, while the manic-depressive 
disorder is essentially due to a temporary, generally disin- 
tegrative process caused probably by a toxin of the nature of 
a depressant drug, the schizophrenic disorder is entirely inde- 
pendent of such process. Whatever validity there may be in 
toxic theories of schizophrenia, such as have been suggested, 
among others, by Kraepelin himself, this much I believe to be 
true: the autotoxemia propounded as basic in the disease by 
these authors is not one by a disintegrative chemical. As a 
matter of fact, far more convincing than any theory of a 
positive toxic affliction being involved in schizophrenia would 
seem to be the view that the disorder is due to a hormonic hypo- 
function of one kind or another. The solution of the chemical 


problem of schizophrenia, however, if there is one, lies in the’ 


hands of the future. 

In diagnosing a case of schizophrenia, it is very important 
to keep in mind the fundamental difference between this and 
the manic-depressive psychosis, for it is true that the two dis- 
orders, superficially viewed, very frequently present similar 
symptoms. Thus, for instance, delusions and apparent hal- 
lucinations are common to the two syndromes. If, however, 
delusions or hallucinations occur as elements in a configura- 
tion of symptoms, some or even only one of which are def- 
initely accessory to a state of general disintegration (as, for 
example, flight of ideas or strong outbreaks of tantrum af- 
fects), a diagnosis of schizophrenia should never be made. 
The symptom is significant only in relation to the total con- 
figuration ; moreover, it is significant only in the light of the 
total disease history and disease progress of the case. Thus, 
if the history of the onset of a psychosis, showing schizo- 
_ phrenia-like symptoms, reveals that the onset has been pre- 
ceded by a long period of strenuous activity on the part of 
the patient, we should always reckon with the possibility that 
a toxic factor resulting from fatigue might be involved in the 
disease. We should always suspect, in such case, that this 
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toxic factor may have caused a general disintegration of 
mind, and, with that possibility in view, we should hesitate 
twice before we interpret even apparently characteristic schi- 
zophrenic symptoms such as systematized delusions and audi- 
tory hallucinations as unimpeachable indicators of the latter 
psychosis. 

“The*most important point of discriminative comparison of 
the manic-depressive psychosis and schizophrenia is the one 
brought forth above. To complete the general comparison we 
may add the following. Both psychoses have probably con- 
stitutional determinants. While the former is an acute disease 
which may set in at any time of life and from which recovery 
is the rule rather than the exception, the latter is mostly a 
chronic aberration of personality consisting in a going astray, 
from the very beginning of life, from normal healthy char- 
acter-formation, a perversion of mental growth which may 
blossom into an explicit disease syndrome whenever, before 
the age of about forty, an individual is confronted with some 
serious problem of adjustment, such as the problem of pu- 
berty, the religious problem, or the problem of adaptation to 
marital life. 


CHAPTER II 


CLINICAL TYPES OF SCHIZOPHRENIA 


(There are two considerations which make the clinical clas- 
sification of schizophrene patients difficult.and often arbitrary. 
The first of these is the fact that, during | different phases of 
their psychosis, many patients present very different clinical 
pictures. Thus a patient, who develops, in a later stage, the 
typical features of the active paranoid case displaying with 
eagerness systematized delusions, during a long period of time 
in the beginning of his disorder may have been extremely 
seclusive and may have showed an apparently indifferent or 
apathetic attitude which forecasted, at that stage, a very 
simple form of schizophrenia. 

The second difficulty lies in the fact that any kind of schizo- 
phrene may exhibit, temporarily, episodes of conduct which 
break entirely the more enduring clinical picture} I shall at- 
tempt to differentiate, however, between such transitory states 
and the more homogeneous and enduring condition on the 
background of which the former appear, and fs the endur- 
nd condition the basis of discrimination of types. 

‘The psychiatrists recognize, broadly speaking, three main 
types of schizophrenic disorder, the hebephrenic type, the 
catatonic type, and the paranoid type./ In the hebephrenic 
and paranoid group, Kraepelin, followed by many psychi- 
atrists, distinguished sub-types, which, however, are of little 
significance for the present study. In fact, the classification of 
the patients into three types is already too elaborate, in that 
the separation of a catatonic type from the other two is made 
on very arbitrary ground. For a patient is labelled as cat- 
atonic type if he presents sufficiently frequently the peculiar 
episodes of conduct known as catatonic excitement on the one 
hand and catatonic stupor on the other. My reason for reject- 
ing this separation is that I have practically never seen a ease 
of the so-called hebephrenic type who has not given a typical 
display, on some occasion, of catatonic excitement, while I have 
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seen any number of hebephrenic patients whose disease was 
brought to the full attention of relatives by a catatonic man- 
ifestation and who were committed to a hospital for the first 
time precisely on that account. In the same way, I have very 
rarely seen a paranoid case of schizophrenia who has not pre- 
sented, on some occasion, typical catatonic episodes, while I 
have seen many who have gone through both frequent cat- 
atonic excitements and catatonic stupors. With these observa- 
tions in view it would seem arbitrary and hardly justiable to 
discriminate a catatonic type of schizophrene merely on the 
basis of the frequency of catatonic episodes. 

The remaining two types, the hebephrenic and the paranoid, 
should be acknowledged not as definitely separate types but as 
the two extremes of a scale. They differ essentially in two 
respects; or, I should rather say that in two respects the two 
extremes do represent opposites on the scale. These respects 
are not independent of each other, however ; they are interre- 
lated. They are: 

I. Degree of systematization of delusions. 

II. Rate of progress of dementia. 

The two modes of variation are inversely related. The pa- 
tient at the hebephrenic end of the scale presents the minimum 
of system in his delusions and the highest rate of progress of 
dementia. The patient at the paranoid end of the scale pre- 
sents the highest degree of system in his delusions and the 
slowest rate of progress of dementia. Between the two ex- 
tremes are cases who represent all intermediate stages. 

Adopting this simpler classification into only two types, I 
shall consider the transitory catatonic episodes, the catatonic 
excitement and the catatonic stupor, separately and discuss 
them in a special chapter. 

But one of the two extreme types can be further divided on. 
a pure conduct basis of separation. 

Many years ago I was confronted in my research with the 
problem of describing systematically typical human reaction 
types. I tried to utilize for such purpose the concepts of 
extroversion and introversion, but I found them impractical 
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and difficult to apply, both in the formulation given by C. G. 
Jung himself, and in the one offered by his pupil, Beatrice 
Hinkle. The reason was simply that the concepts were col- 
lective and while they might apply to a man in one respect, 
they would not in another. 

Accordingly I endeavoured to dissolve these collective con- 
cepts into simple circumscribed traits. I should mention that, 
at the time in question, Professor McDougall had not as yet 
presented his view of extroversion and introversion which is 
far simpler than Jung’s and Hinkle’s, and consequently more 
useful, in that it sees in the two characteristics merely traits 
and not types of personality. 

In dissolving Jung’s extrovert and introvert into elements 
I arrived at the following simple traits which may not exhaust 
fully but only approximately what is implied in extroversion 
and introversion respectively. These, as an entirely practical 
matter of procedure, I began to use instead of the collective 
concepts. 7 


Altrocentric Traits Egocentric Traits 
\Eixtrospective “Introspective 
\Eixtroactive Seclusive 
Sympathetic (altruistic) (Egotistic 


In an article published in 1926, I defined the traits of these 
tables and I restate here briefly what I brought forward at 
that time (Bib. ref. 9). 

It should be noted first that all six traits are meant to have 
exclusively social significance. The extrospective man is one 
who seeks information.in the study of others; the introspective, 
one who seeks information merely in the study of himself. The 
extroactive man is one who seeks social contact; the seclusive, 
one who avoids social contact in his activities. The sym- 
pathetic man is one whose interests swing with the interests of 
others; the egotistic, one whose interest is chiefly in himself 
and his own welfare. 

The advantage of this scheme of traits over and above the 
mere concepts of extroversion and introversion lies in the fact 
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that it allows cross-combinations. While the extreme of one 
trait of a table naturally excludes its opposite in the other, the 
extreme of one altrocentric trait, for instance sympathy, may 
well be combined with any egocentric trait that is not its op- 
posite, for instance seclusiveness or introspectiveness. In the 
same manner, extreme egotism may be combined with extro- 


activeness or extrospectiveness. In spite of this possibility we: il 


should not be blind to the fact that there is frequently a tend- 
ency of the traits to conjoin as in the two tables, altrocentric 
with altrocentric, and egocentric with egocentric. This fea- 
ture of the scheme, that it allows cross-combinations, makes it 
a far more subtle instrument of discriminative analysis than 
the collective concepts of extroversion and introversion. 

For a number of years I have been applying this scheme 
of personality traits to the individual analysis of schizophrene 
patients. I have applied it not merely to the analysis of the 
patient during the height of psychosis but also to the analysis 
of their pre-psychotic characteristics as estimated on the basis 
of information obtained from relatives, friends, and other 
sources. To the result of the latter study, that of the pre- 
psychotic personality, I shall return in a later chapter; here I 
shall merely state what resulted from the application of the 
scheme to the psychotic individual. My material does not 
include the demented patient because in him all distinct per- 
sonality traits are eradicated. The lifelines of any type of 
schizophrene converge, as a rule, towards one and the same 
end, dementia, but the dementia may progress with different 
speed in different types, a matter that I have brought to atten- 
tion in distinguishing between the hebephrenic and the par- 
anoid type. My scheme, which has been applied only to 
patients in an early but decisive stage of disorder, seems to: 
reveal primarily that the common feature of all the variants. 
of schizophrenia is the strong egotistic tendency and con- 
sequential absence of altruistic sentiment. In several of the 
other respects referred to in my scheme they may vary, the 
latter variations being the crude, distinguishing criteria of 
what we may call the conduct types. 
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We can easily distinguish that conduct type of schizo- 
phrenia who is, during the major part of his waking life, 
egotistic, seclusive, and introspective. This is the schizophrene 
patient who sits in his room or in a corner of the ward, appar- 
ently uninterested in his social environment and preoccupied 
by his own meditation. You may be able sometimes to make him 
do things, if you urge him intensively ; you may perhaps make 
him partake in the work of the occupational studio, or you may 


make him play a game of some kind or the other, but his activ- 


ities will always lack energy and ambition. Strong stimuli, 
such as the visit of a near relative he has not seen in a long 
while, or a serious accident or physical disease of his own, may 
occasionally divert his mind from his own thoughts, but be- 
tween times he falls back in his apparent dullness and indo- 
Jence. What he thinks of is in general difficult to discover, as 
he is evasive in answering questions if he answers at all. He 
probably dwells seclusively on fantasies of his own, the sphere 
of which he does not allow anybody to enter. The neglect of 
others manifested by this patient is hardly a positive anti- 
social reaction; it is plainly the consequence of the preoccupa- 
tion. This conduct type, which we may call Conduct Type I, 
corresponds to one form of the psychiatrist’s hebephrenic 
schizophrenia. 

“There are two conduct types of schizophrenia. which are 


> 4, egotistic, extroactive, and aoe Tam i One of them (Con- 


“a "a ge 
bila i 


eel 


omer type. This dee seems. to any most common among 
young women although it is also found occasionally among 
young men. The patient is extroactive, likes to excel in_ 


naughty remarks and sarcasms of a rather low quality, or to _ 


greet you on your approach with a foolishly coquettish laugh- 
ter and a sidewise, coquettish look: Both these conduct.ex- 
pressions are probably motivated by an egotistie desire to win 
attention, perhaps sexually, as they. are. often conjoined. with. 
some degree of exhibitionism in a sexual sense. .If we disre- 
gard the exhibitionism, it is a mode of behaviour that belongs, 
in the normal, to childhood; we find it-in young children at- 
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_tempting to attract the attention:of:-older..persons. When 
_-alone, this patient indulges, probably, in fantasies of a fleeting 
..and non-systematized character, maybe in a kind of immature 


_...Prinee Charming or Cinderella dream. 


A few extracts from the McLean Hospital records on the 
~ ease of Miss J. may help the reader to picture this conduct 
type of schizophrenia. 

Miss J. is a young woman who maintains poorly. system- 
_atized.delusions of noble ancestry, of wealth,.and..of unusual 
personal attractiveness. The following is an extract from a 
--note of. November 24, 1921. | : | 

‘*', .. The patient again turned to the piano and struck a 


few notes, without playing anything in particular, while she _. 


was conversing with the interviewer. She also leaned back- | 
wards in the piano stool in a way that emphasized the cur- 
vature of her breasts. At times she looked very serious, then 
she would appear very silly and facetious, in that she asked 
foolish questions, as for instance: ‘Do you like to be insulted ?’ 
[No, what do you mean?] ‘Well, I have been several times, 
but I suppose the person is crazy.’ [What do you mean by 
that?] ‘Oh, the other day this lady here swore at me and said 
unpleasant things to me.’ It was explained to the patient that 
she must not pay any attention to these things. The patient 
asked if everyone on the ward were crazy and seemed to be 
greatly amused. She then added: ‘Well, I suppose I am 
Cuckoo too.’ She also stated that she had been thrown from 
a horse and that her head had been numb, which caused that 
[sic] she could not remember things from her last few years. 
[But you seem to answer my questions correctly.] ‘Yes, but 
there are many things I do not remember. There are certain 
periods in my life that I cannot account for.’ The patient said 
that she had spent several years travelling. [Where have you 
travelled?] ‘All over Europe.’ Then turning to the inter- 
viewer: ‘Some day you will find out who I am.’ [Why, you 
are Miss J., aren’t you?] ‘I am not sure, I suppose that I 
am Miss K. J., but I am not sure, there are so many things that 
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I do not remember.’ When assured that she was Miss K. J., 
the patient seemed greatly amused... . The examiner feels 
that the lack of admission on her part of her true identity is a 
silly attempt to be facetious or playful. . . . It is very difficult 
to make the patient do things, such as going to the baths or 
gymnasium or getting her dressed in the morning. She lacks 
ambition and her conversation contains very little that is 
worthwhile. She attended the dance the other night, and 
seemed to enjoy it, but she would insist on sitting on the wrong 
side of the hall (the men’s side). Several times during the 
dance she started to sing... .’’ 

Note on November 28, 1921: ‘‘The patient accompanies her 
conversation with much grimacing and silly laughter... . 
She states that she feels that she has been hypnotized, but on 
further questioning denies that she has any compulsory ideas 
and that people put their thought into her head. She says 
that she does not think right. She is playful in her attitude 
and manner, and often laughs without cause. She is willing 
to sit around in her room and in the living room, and do noth- 
ing except look at a paper and read a book. She occasionally 
plays the piano and rarely sings. She is apathetic in her gen- 
eral reactions. She does not converse with other patients, but 
is talkative to doctors and nurses. She seems contented with 
her surroundings and says that she enjoys being here.’’ 

Note on February 27, 1922: ‘‘The patient ... was found 
sitting in a chair, her feet curled up under her, clad in bed- 
room slippers. Her hair was down, although the nurses stated 
that she had combed it twice this morning. The patient seems 
to take particular enjoyment in doing up or combing her hair 
and then take [stc] it down. During the interview she seemed 
to expose herself unnecessarily. Her conversation was of a 
silly character. Her sentences were rather meaningless, ac- 
companied by considerable grimacing. She talked of her 
heritage. She seemed to have some poorly formed delusions 
that she is a descendant of certain royal families in Europe. 


* Notice the extremely poor rationalization of the delusion by a mere 
assumption of amnesia. 
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Although she has never been abroad, she states that she has 
spent some time in European court life. Accompanying all 
these ideas is the mannerism of facetiousness and the patient 
has a distinetly playful attitude. . . . She is very personal in 
her remarks, often referring to the interviewer as ‘Kid.’...’’ 

he se conduct type (IIB), the egotistic, extroactive, 
and introspective, is the type of schizophrene who displays 
continually and eagerly delusions, mostly of persecution or of 
eminence or of both. This conduct type corresponds to the 
psychiatrist’s paranoid type. I have already called to atten- 
tion that there is frequently an initial phase in the develop- 
ment of paranoid schizophrenia when the patient is extremely 
seclusive and when he may appear superficially rather ap- 
athetic. During that state, which represents, I believe, a 
formative period, the patient is very much like the first con- 
duct type I have described, the seclusive hebephrenic. This 
stage is always transitory, however, and in due time it leaves 
room for the picture of the fullblown, displaying paranoiac. 

I shall submit a few documents written by a patient of this 
type as an illustration of his characteristic reaction. 

Mr. T., in spite of twenty years of hospitalization, is still 
ambitiously proclaiming his omnipotency in letters with which 
he bombards the staff members of his hospital. A number of 
such fell also to my lot, and I shall offer below a selection 
from these. 

I have been, as a rule, on fairly good terms with Mr. T., but 
that, of course, does not exclude that we have had serious 
quarrels as is indicated by the following letter which reached 
me subsequently to one instance of such disagreement, 

Dear Sir: Are you aware that I can have you deported, and 
that, in case of prosecution there is no loophole by which you 


can escape imprisonment in a Federal penitentiary of the 
United States?—Yours very truly, (Signature). 


One day, on my visit to the Upper Belknap, the ward in 
which Mr. T. had his room, the patient sent word to me 
through a nurse that he wanted an interview. Consequently 
I called on him and during the conversation that ensued, the 
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patient expressed the view that God Almighty had had sexual 
intercourse with his mother, he being the result. He stated 
furthermore that God was dead and he his only heir, and that 
at present, he himself was all-powerful and controlled every 
happening in the universe. The patient insisted that he could 
prove to me this omnipotency of his. On my questioning by 
what means he would endeavour to do this, he agreed finally to 
perform a miracle. I was to find a person expected to die 
within a short time from an incurable disease, and he 
would cure this dying individual by absent treatment from 
his room in the hospital. On my inquiry as to whether the 
knowledge of his own power were very satisfying to him, he 
told me that such was the case, but that it would be even more 
satisfying in the future when he was going to use his power to 
reform the universe, a task on which he had not yet entered. 

This interview took place on September 8, 1928. Two days 
later I received the following letter from the patient. 


Dear Sir: In obedience to your suggestion, I am writing 
you a letter. My literary demon not having prompted the 
effort, nor any particular impulse, you are not apt to find the 
usual earmarks which you have mentioned [I had pointed out 
to the patient that frequently his letters expressed ‘‘bizarre’’ 
views]. In substantiation of the claims made to you, regard- 
ing unusual powers, I wish to cite two instances: When in my 
twenty-first year, my senior year at Taft School, in company 
of my room-mate I went sliding on a hill in Watertown with a 
sled, and donned sport costume for participation in such 
winter sports. Not having time to change clothes, I entered 
classroom thus attired, and the instructor said to the other 
students, ‘‘Who is that boy?’’ Then, in great excitement, he 
asked me to change my costume. He did not die immediately, 
but the shock killed him. While making social call on Miss 
H. M. W—n, Pa., she manipulated fingers to show how man 
walks when bitten with mosquitoes. She said, Mary was there, 
at the dinner where this was done. What do you think she 
said? ‘“‘I must show that to my brother,—he will be so 
fussed.’’ Helen said. ‘‘Her very words!’’ Helen is now 
dead.—Yours very truly, (Signature). 

Post scriptum: As regards my healing art, you must select 
such subjects as to prove either decisively or indecisively .. . 
the efficacy of my will over natural law. (Signature). 


SCHIZOPHRENIA 29 


Five days later I received the following communication 
from the patient. It refers again to the interview of Septem- 
ber 8. | 

Dear Sir: To you nothing is sacred, not even my relation to 
God. You must know my exact degree of intimacy, and noth- 
ing short of such knowledge will satisfy you that you incur no 
risk of being damned by setting me at liberty.—God was in his 
pantry. He was standing behind a table covered with a white 
cloth. Upon the cloth were enough raw meats to stock a 
delicatessen store. Just as God was about to devour these 
savory refreshments, he saw me, and instinctively puckered 
his lips to be kissed, the food, untasted, forgotten, but .. . it 
was three days before I could make up my mind to respond, 
during all of which time God stood behind the table, famished 
with natural hunger, waiting for me to kiss him.—Yours very 
truly, (Signature). 

As a further illustration of the paranoid reaction, I beg to 
submit a few extracts from the McLean Hospital records on 
Mr. Max.? 

Mr. Max is a composer of prominence, whose symphonies 
have been produced in the great concert halls of the capitals 
of Europe. He is now a paranoid schizophrene of about ten 
years standing. 

Note on May 381, 1922: ‘‘Some days ago the patient was 
seen by Prof. M. of Harvard with a number of graduate stu- 
dents. The patient was surprised by them while reading a 
paper in the sitting room of Lower Belknap. When he learned 
who his visitors were, he sat down and showed willingness to 
answer questions. He said that he felt that the event that he 
had been expecting for a long time had occurred and that he 
now had a group of interested listeners who would further 
his plans. He said he cared not for the reason they could 
give for coming for he was satisfied in his own mind that they 
had been sent to see him by an unseen power. He told the 
company that he was of different incarnation than those about 
him. That on his last sea voyage he had died and was res- 
urrected and because of this experience he was enabled to help 


? Max is a pseudonym with no relation to the real name of the patient. 
It is adopted here as a means of protecting the incognito of the latter. 
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all mankind. He further claimed that the precipitation or 
prevention of a further war was in his hands. He appealed 
to an Oriental student who was in the company in support of 
his theories of incarnation and gave it as one of his reasons 
for not eating flesh. He referred to Jesus Christ as his father 
and implied that he was an incarnation of Christ’s spirit. 
When asked about the music of Wagner, he said Wagner had 
been the greatest of all musicians and that he, the patient, 
was an incarnation of the great musician. Pointing to his 
left knee he said it was the knee of Beethoven and that 
his right was that of another famous artist. Beethoven 
he said spoke to him continually and always peculiarly 
enough in English. Wagner always addressed him in Italian. 
On several occasions he spoke of certain secrets that he had 
but each time that he was asked the content of these he cun- 
ningly replied that he must have question for question and 
that the company must guarantee his immediate exit from 
the hospital if he revealed these secrets. He implored the 
company to take him back to Harvard in order that he might 
further his mission there... .’’ 

Note on December 28, 1923: ‘‘The patient is very neat about 
his room and person. He goes for a walk at least twice a week. 
On one such occasion he became very angry when his nurse 
refused to let him mail a letter to the Secretary of State, 
Washington. He goes daily to the gymnasium where he en- 
joys billiards and plays on the piano. He receives visits 
about twice a week from his mother and wife. Although he 
thinks them responsible for his stay here, he looks forward to 
these visits with pleasure. His attitude toward all nurses and 
doctors is one of resentment. In his imperious manner he 
constantly finds fault with many phases of the hospital routine 
and management, and demands that he be set free, seeing no 
incongruity between this demand and the fact that he is 
omnipotent... .’’ 

A second note on the same date: ‘‘As the interviewer en- 
tered, the patient received him cheerfully, yet with a certain 
hauteur. The patient was reading an Italian newspaper... . 
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After talking along fairly lucidly for a while and complaining 
of the light shining into his room through the open door at 
night, disturbing his sleep, he said: ‘You know the electric 
lights are under the control of Mars, and Mars and Venus 
are now in conjunction. Venus is my sister, and so you see I 
have a different vibration than other people. While I am of 
the earth I am not earthly. I am of the Holy Society, or, 
as you call it, the Divine Family.’ Asked what relation he 
was to the Divine Family, he smiled knowingly, but refused 
to tell. On being pressed he said ‘you might call me a cousin.’ 
He went on to explain that he was of the Trinity, one of the 
Good Trinity; there was [sic] formerly a Good Trinity and a 
Bad Trinity, but the latter had been done away with through 
his efforts and by the agency of music. ‘Music is the highest 
form of religion.’ Evil had not been destroyed over the entire 
world because he has ‘as yet been unable to secure the vibra- 
tions for the whole world.’ His declaration of war upon the 
Bad Trinity was of recent origin when ‘God said to me: Max, 
what is the matter with Massachusetts?’ He went on to say 
that God’s name was Amrah and his name Melchizedec, and 
that the whole Holy Family was of different specific gravity, 
and that his skin was different from other people’s in that it 
was scaly. Also his name Max, Maximus or Magnus, signi- 
fied that he was all powerful.2 His wife and mother were not 
of the Holy Family. He belonged to two families, one earthly 
and one spiritual, his earthly family bearing no relation to his 
spiritual family.’’ 

Note on July 21, 1925: ‘‘Mr. Max speaking: ‘You call me 
Mr. Max, that is one of my names. My earthly name. My other 
name is Michael, Michael the Archangel. All we Archangels 
are now quite busy. We all have our various tasks. You recol- 
lect the war started in 1914. Since that time one of my duties 


*In order to protect the incognito of the patient, the last sentence has 
been somewhat modified as compared with the formulation in the actual 
note. The characteristic allusion to the patient’s name is fully parallel to 
the one in the original, and is interesting in that it shows how extremely 
superficial facts may be brought to bear upon their delusions by the 
paranoid vatients. 
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has been to supervise the guidance of the soldier’s spirits. I 
also control the giving of breath to all new mortals entering the 
world. This is a huge task but a pleasing one to me. I also con- 
trol the solar bodies and am now endeavouring to bring Venus 
and Mars into conjunction. I know a great deal about all 
sciences, not everything, in fact I feel as if I still can learn some 
things. For instance the symbol of Mercury is Hg. This also 
means Holy Ghost who directs me and with whom I am in con- 
stant communication by wireless. I also hear the voice of God 
speaking to me and he also directs me. I came to earth in 
1883. At this time Wagner died and I was sent to earth to 
carry on his work. I spent many years in Italy and we Arch- 
angels were commissioned to bring about good feeling be- 
tween the North and South and to begin this work I married 
a girl from the South. At this place I could lecture to the 
nurses on nursing as I am also commissioned to carry out 
justice and mercy but as I have not been asked, of course, I 
will not offer to do so. I can only feel sorry for those who do 
not ask me. I was confined here as the result of a conspiracy 
between the Bosches and Ku Klux Klan. It interferes a great 
deal with my work but Christ was persecuted and so I might 
expect to be.’ 

‘‘The patient pointed out the flesh of his hands asking the 
interviewer if that was not ‘Celestial Flesh’ and forbade him 
to touch it. When asked by the interviewer if the latter might 
take his blood pressure, the patient became quite indignant, 
saying that it was indignity enough for an Archangel to be 
kept here but worse to ask that his blood pressure be taken. 
He finally consented to permit an examination outside, saying 
that he did not wish to be examined in the house which the 
terrestrial spirits inhabited but would consent outside in the 
presence of Celestial Spirits. During the examination he 
pointed out various naevus-like marks on his chest to the in- 
terviewer stating that they were marks of special favor for 
God.”’ 

I have now attempted to separate what to my mind may 
be called properly types of schizophrenia. Whether we 
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choose as the distinguishing criterion the degree of system- 
atization of delusions and the rate of progress of dementia, or 
some aspect of general conduct, we arrive at a very small 
number of types; in the former case two, in the latter three. 
If, with this in view, we think that the schizophrene shows a 
rather limited range of individual variants, we deceive our- 
selves deplorably. On the contrary the fact that there are so 
few common characteristics capable of being made the basis 
of classification increases the variability of the individual 
cases. In the first place, each case has a distinct coloring of 
its own, a coloring given to it by the content of the delusions. 
In the second place, any single case, independent of the type, 
may present episodes especially of the catatonic order which 
break the continuity of the enduring reaction, episodes which 
in their turn have their individual tinge. This is true, as I 
have stated before, both of the hebephrenic and the paranoid 
form of the disease. For instance, in the case of Miss J., 
which has been referred to in this chapter, the sickness was 
first brought to the attention of the family through a cat- 
atonic-like hallucinatory episode occurring at night. In the 
case of Mr. Max the first sign of serious disorder was a typical 
catatonic episode taking place on the steamer when the patient 
crossed the Atlantic to the United States. Repeated catatonic 
episodes were characteristic also of the first period of hos- 
pitalization of Mr. Max. Later they disappeared, and after a 
transitory period of the typical seclusive reaction they gave 
place to the classical picture of the displaying paranoiac. 

In the following chapter I shall proceed to the discussion 
of the catatonic states. 


CHAPTER III 


THE CATATONIC STATES 


The ancients tell us how Agamemnon, king of Achaea, and 
Palamedes, king of Euboea, went to Odysseus, king of Ithaca, 
in order to draft him for the war against Troy. But Odysseus 
did not want to go and in order to escape he played the fool. 
He spanned a steer and a stallion to his plough and, as the 
messengers arrived, they found him ploughing like a mad man 
through an arid field where only thorn and thistle grew, sow- 
ing from a sack not grain but salt, and paying no attention to 
them whatsoever. But the clever messengers, suspecting the 
fraud, brought out Odysseus’ little son and laid him in a fur- 
row where the plough had to pass. Odysseus, perceiving the 
danger to the boy, arrested his furious span, confessed his 
deceit and with his vessels joined the fleet for Troy. 

A modern psychiatrist would have said that the cunning 
king of Ithaca simulated a state of catatonic ecstasy.! 

Reader, I shall take you to call on Mr. Max, the great musi- 
cian. He has been sick and with us about half a year. He 
still plays beautifully on the piano; perhaps he will perform 
for us. Here is his room. Let us enter! 

There he stands at the window, only half dressed, reading 
a letter. We speak to him, but he continues reading. Yet he 
must know that we are here, for I heard him say without 
turning to us: ‘‘Listen to what I have got to read.’’ It must 
be a letter from his wife. He pronounces each word slowly 
following along the lines with his finger; and when he comes 
to the end of a sentence, he says: ‘‘This finishes with a pe- 
riod.’’ Then he laughs and adds: ‘‘The period is very well 
made.’’ Or, does he refer to the letter after all? He seems 
to speak now about periods in history. Behold! he no longer 
uses the English language; he speaks in German and then in 


*The word ecstasy is here used in the technical sense to imply intense 
preoccupation and does not imply, as in popular usage, any enhanced 
delight. 
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French. How his eyes glow as in ecstasy and yet his voice 
appears to be miles away. Attention! He comes toward us. 
Is he going to strike? No, he only hands you the letter, and 
then he addresses you clearly and distinctly: ‘‘Christ, what 
shall I do now? What do you want me to do now?’’ He 
stares directly into your eyes. ‘‘Shall I follow these eyes?’’ 
he asks. Poor pitiable man, what is he going through? Sud- 
denly he leans forward, lays his hands upon your shoulders 
and bends over to rest his head on your breast, kissing at the 
same time the collar of your coat. I do not blame you for 


stepping back a trifle frightened. He says: ‘‘That is right, I | 


should not have done that, but why not? You know I would 
do anything that you want me to.’’ We ask him to sit down, 
and he obeys, but notice how he sits on the very edge of his 
bed, and how_peculiarly he moves the muscles of his lips and 
how strangely he gestures with his arms and hands. ‘‘Let 
us have a little song and gradually work up to it,’”’ he says, 
starts humming, and at the same time moves his body and 
hands in a kind of writhing manner. He approaches you 
again and kneels down before you. You had better stop him. 
Oh, that hurt him for he exclaims: ‘‘That is right, we are not 
quite ready for that yet,’’ and he breaks out crying. Poor 
pitiable man, what is he going through? His crying spell is 
interrupted by laughter; a wild and bitter laughter; then he 
leans back and assumes the crucifixion posture. ... Perhaps 
we had better leave him.? 

Reader, you did not hear beautiful music, but you have seen 
a catatonic ecstasy. 

Most psychiatrists will probably agree with me that the 


catatonic excitement is a state of extreme preoccupation or 


ecstasy. ~ They will also affirm that this ecstasy is a preoccu- 


| pation with a topic that is largely a product. OL: the imagina- 
‘tion “of the afflicted.. Finally they may affirm that, during the 
state of excitement, ‘the latter probably perceives things which 


are not “present ‘objectively, hears voices, perhaps. sees. visions, 


. This is the transcription of an actual note on Mr. Max, in the MeLean 
Hospital records, a note of February 1, 1922. 


i ga 
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and so forth, briefly stated, that he is hallucinated, On the 
other hand the psychiatrist may not agree with me ‘that these 
hallucinations are the direct derivative of the intensity of the 
preoccupation and are merely the positive extreme of vivid- 
ness of imaginative thought-process. He will be inclined to 
think that the hallucinations call forth the excited condition 
instead of the condition of ecstasy calling forth the hallu- 
cinations. Yet I believe the latter to be the case, and I be- 
lieve also that the so called hallucinosis of the catatonic ecstasy 
has very close parallels in the experience of the normal man. 
I should like to mention as one such parallel the state of in- 
spiration of the artist. Many painters of pen or brush con- 
ceive their theme with the vividness of a perceptual image 
during the state of preoccupation which is the inspiration. 
Edgar Allan Poe, no doubt, must have had hallucinated the 
seven chambers of Prince Prospero’s palace and their occu- 
pants when he conceived his bewitching story of ‘‘The Mask 
of the Red Death.’’ 

‘*,. The seventh apartment was closely shrouded in black 
velvet tapestries that hung all over the ceiling and down the 
walls, falling in heavy folds upon a carpet of the same mate- 
rial and hue. But in this chamber only, the colour of the 
windows failed to correspond with the decorations. The panes 
here were scarlet—a deep blood colour. Now in no one of the 
Seven apartments was there any lamp or candelabrum, amid 
the profusion of golden ornaments that lay scattered to and 
fro or depended from the roof. There was no light of any 
kind emanating from lamp or candle within the suite of cham- 
bers. But in the corridors that followed the suite there stood, 
opposite to each window, a heavy tripod, bearing a brazier of 
fire, that projected its rays through the tinted glass and so 
glaringly illumined the room. And thus were produced a 
multitude of gaudy and fantastic appearances. But in the 
western or black chamber the effect of the firelight that 
streamed upon the dark hangings through the blood-tinted 
panes was ghastly in the extreme, and produced so wild a 
lock upon the countenances of those who entered, that there 
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were few of the company bold enet to set foot within its 
precincts at all. 

*“It was in this apartment, also, that there stood against the 
western wall, a gigantic clock of ebony. Its pendulum swung 
to and fro with a dull, heavy, monotonous clang; and when 
the minute-hand made the circuit of the face, and the hour 
was to be stricken, there came from the brazen lungs of the 
clock a sound which was clear and loud and deep and exceed- 
ingly musical, but of so peculiar a note and emphasis that, at 
each lapse of an hour, the musicians of the orchestra were 
constrained to pause, momentarily, in their performance, to 
harken to the sound; and thus the waltzers perforce ceased 
their evolutions; and there was a brief disconcert of the whole 
gay company ; and, while the chimes of the clock yet rang, it 
was observed that the giddiest grew pale, and the more aged 
and sedate passed their hands over their brows as if in con- 
fused reverie or meditation. But when the echoes had fully 
ceased, a light laughter at once pervaded the assembly... .’’8 

Sometimes a genial writer contrives to effect in his sensitive 
reader such absorption in the object he depicts that the latter 
takes on nearly hallucinatory vividness. The masterful poem 
by Osear Wilde, entitled ‘‘Impression du Matin,”’ easily calls 
forth in me such hallucination. 


The Thames nocturne of blue and gold 
Changed to a Harmony in grey: 

A barge with ochre-coloured hay 

Dropt from the wharf: and chill and cold 


The yellow fog came creeping down 

The bridges, till the houses’ walls 
Seemed changed to shadows and St. Paul’s 
Loomed like a bubble o’er the town. 


Then suddenly arose the clang 

Of waking life; the streets were stirred 
With country waggons: and a bird 
Flew to the glistening roofs and sang. 


Edgar Allan Poe, Tales of Mystery and Imagination (New York, 
Brentano’s, n.d.), pp. 246-247. 
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But one pale woman all alone, 

The daylight kissing her wan hair, 
Loitered beneath the gas lamps’ flare, 
With lips of flame and heart of stone.4 


Perhaps the closest parallel in a normal man to the catatonic 
eestasy of the schizophrene occurs when the former anticipates 
a coming activity in which he is intensively interested, when, 
so to speak, he rehearses to himself this activity. Take, for 
instance, the case of a debater who is going to defend, at an 
evening assembly, a thesis that is vital to his interest. In the 
forenoon he premeditates his speech, and so vividly that in 
his imagination he is already on the platform, hears the rep- 
artees of his opponent; in short, experiences, nearly as real- 
ity, the encounter to come. Suddenly he is found talking 
aloud to himself; he is even found striking his fist upon the 
table, or shaking it in front of him as if he saw the face of 
his contestant within reach. This conduct and this state of 
mind, I believe, is an instance in the life of the normal man 
that approximates the catatonic excitement with hallucinosis 
and impulsive acts of the schizophrene; and an observer of 
the debater, who is unfamiliar with the situation, would ex- 
claim decidedly, ‘‘ Ecce, a madman, he talks to voices.’’ 

Liability to preoccupation is a very general characteristic 
of the schizophrene and expresses itself not alone in the cat- 
atonic eestasies. It is manifested, also, in the socially indiffer- 
ent, simple type of case who sits to all appearance apathetic 
in his chair and dreams with open eyes the gratification of his 
wishes (Conduct Type I). The only motor reflection of his 
ideation during that state may be a sporadically occurring 
laughter which appears silly and non-motivated to the ob- 
server. Preoccupation is essential also in the other phase of 
eatonia, the pseudo-stupor, when the patient remains irre- 
sponsive in bed, tense and rigid at any social approach, enjoy- 
ing with closed eyes his dream. This will be commented upon 
further at a later point in the monograph. i 


*The Poems of Oscar Wilde (New York, Cosmopolitan Book-Corpora- 
tion, 1906), p. 95. 
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Thus the view of the catatonic excitement with hallucinosis 
and impulsivity, presented in the previous paragraph, brings 
it in line with a very general characteristic conduct tendency 
of the schizophrene, a fact which seems to me to support the 
interpretation. 

In the realm of psychopathology we find manifestations of 
extreme preoccupation other than the catatonic ecstasies. 
To compare these with the latter is of particular interest from 
the point of view of the theory of the disorder. The hysterical 
somnambulisms are preoccupations, but here the situation is 
different in one very essential respect. The somnambulic . 
episode represents a temporary supremacy over the mind of 
the sufferer of the contex of a complex that is inhibited nor- 
mally by repression. This is evinced by the amnesia for the 
somnambulic episode which, according to Pierre Janet, is the 
most vital eriterion of the disorder symptom (Bib. ref. 6, p. 
40). The amnesia results from a positive re-inhibition of the 
’ mental system determining the somnambulic activity and indi- 
cates that the somnambulic system is repugnant to the normal 
nuclear self and therefore repressed by the latter. In case of 
a catatonic excitement there is no such amnesia, a fact which 
is very important because it implies very decidedly that. the 
preoccupation of the schizophrene is in full harmony with the 
continuity of his conative life, and is not, as some writers 
would have it, a compulsion produced by a complex. The 
catatonic excitement is a kind of tantrum-reaction to the same 
dream that fills his mind during long hours of apparently 
obdurate inner contemplation, an explosion of affect that has. 
accumulated perhaps during a prolonged period of silent 
brooding. This view conforms with the one held by Professor 
McDougall, who compares the explosive impulsivity of the 
schizophrene with the sudden running amok of the sensitive 
Malay who during weeks or months has brooded over a real 
or imaginary injury (Bib. ref. 17, p. 388). 

I find among my notes on schizophrenia the following 
aphorism: ‘‘The schizophrene, if any man, is the man un- 
‘touched by his subconscious.’’ This, of course, is an over- 
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statement, yet the reader may understand, particularly in 
view of what resulted from the comparison of the somnam- 
bulie ecstasy of the hysteric with the catatonic ecstasy of the 
schizophrene, that, perhaps, my aphorism contains some meas- 
ure of truth and that it emphasizes an aspect that might have 
been neglected unjustly in the psychological interpretation 
of the disorder of the latter. 

The only time in many years of continual contact with men- 
tally deranged individuals of every kind that I have been 
struck by a patient occurred five days before I left McLean 
Hospital for good in order to take up my abode in the South. 
I was standing in front of an elderly lady patient with whom, 
for years, I had been on very friendly terms. Close beside 
us stood a young girl who had just arrived at the hospital. 
She was diagnosed as a hebephrenic schizophrene. As I was 
conversing in the most cordial way with the elderly lady, the 
young girl suddenly hit me with her flat hand, full force, on 
the cheek. I turned to her immediately and asked her why 
she had done this, but she only grinned in a silly manner 
without giving any answer. On the Lae day, the same 
ela had held my hand and called me ‘‘cutie.’ 

“Impulsive acts of violence of the kind illustrated by this 
vvoung girl are very common in schizophrene patients, and . 
‘ they are classed among catatonic symptoms by the psychiatrist. 
What may be the psychology of these sudden, unexpected im- 
\pulses, these unloadings, so to speak, from a clear sky? / 
_ Frequently when you try to investigate the matter, and you ~ 
ask a patient about his motive for an impulsive act immedi- 
ately upon its execution, you will get no reply at all, as in 
my case. At other times, however, the patient might say: 
“Somebody told me to do it,’’ or he might reply: ‘‘I did not 
do it; something made me doit.’’ It is particularly responses 
of the latter kind that have caused many psychiatrists to con- 
elude that these impulsive acts are of the nature of true com- 
pulsions or automatisms and are determined by a subconscious 
complex, as in the instance of obsessional psychogenic dis- 
orders and also that the voice claimed by the patient to have 
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commanded him to do the act is a hallucination conforming 
with the formula suggested by Dr. Morton Prince; that is, a 
hallucination which depends upon the emergence into con- 
sciousness of a co-conscious thinking-process (Bib. ref. 19). 


_ Although I cannot disprove this theory, I have never been 


able to convince myself fully of its validity. I have certain 
reasons to think rather lowly of the réle of the subconscious 
complexes as direct determinants of the conduct of the schizo- 
phrene. One reason, already brought to attention, is the lack 
of amnesia after the major catatonic ecstasies, a fact which 
implies that these are not, like the true somnambulisms, the 
manifestation of repressed mental systems. The absence of 
amnesia is equally characteristic of the simple catatonic im- 
pulsivities as of the major ones, and would have, with refer- 
ence to the former, the same theoretical implication as with 
reference to the latter. I believe, then, that we can safely 
maintain, until the contrary is more firmly adduced, that the 
minor catatonic impulsivities are of the same general nature 
as the prolonged ecstatic states that you, my reader, had an 
opportunity to observe when I called with you on Mr. Max, 
the great composer. That means, in other words, that these 
minor impulsivities are ‘explosive expressions of a fantasy 
which has come to involve the person towards whom the vi- 
clence is directed during a sometimes short and sometimes 
longer preceding period of brooding, when affect has become 
accumulated to the final breaking point. This view, which I 
have adopted tentatively, until further investigation into the 
matter succeeds in demonstrating its invalidity, is again sup- 
ported by the fact that it brings the isolated schizophrenic 
symptom referred to into concordance with a broad general 
conduct trend characteristic of the disease, namely, the liabil- 
ity to tantrum preoccupations. 

Superficially seen, the other expression of the catatonic con- 


| dition, the catatonic stupor or, as in previous writing T have- 


° ealled it, pseudo- -stupor, appears to be opposite in nature to 
the catatonic excitement. 


It may well be said that, as episodes, the catatonic stupor 
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is very often of a considerable duration. It might last, in cer- 
tain cases, for years. 

The seclusiveness of the pseudo-stuporous patient is evident 
and expresses itself in the attitude of immobility and tenseness. 
at any social approach. This tenseness characterizes the con- 
dition without doubt as a state involving positive effort; it is 
not the same seclusiveness as the one of Conduct Type I, in 
which the attitude is due chiefly to disinterest in society and 
preoccupation with the self. In the pseudo-stuporous indi- 
vidual the seclusiveness is a positive anti-social reaction, and 
thus, in a sense, an expression of self-assertion. In support of 
this view stand two facts: 1. The tenseness of the patient dis- 
appears when nobody is present; he may then even occupy 
himself with matters involving considerable overt activity. 
Or, in other instances, perhaps more frequently, only the 
tenseness relaxes, but the patient remains in a state of pre- 
occupied passivity. 2. The pseudo-stuporous patient is not 
completely disinterested in society. Rather contrarily does he 
follow between half-closed eyelids, with a certain keenness of 
interest, everything a visitor does or says, here displaying a 
certain measure of extrospectiveness. When patients have 
come out of pseudo-stupor, and we have been able to urge 
them to talk, we find them sometimes giving retrospective ac- 
counts of things that have happened in such a manner as to 
indicate that they have kept good track of these: Occasionally 
they will make sarcastic remarks as to the way a physician has. 
acted or has been dressed at this or that particular visit on 
the ward, and so on. It would seem then that, while they have — 
been lying tense, these patients have followed critically the 
course of events in their environment. The negativism showed. 
by a pseudo-stuporous patient, for instance when you raise 
his hand and put it on his breast and he immediately puts it 
back where it was before, is another positive anti-social reac- 
tion of exactly the same general nature as the whole attitude 
of tenseness. | 

There is a third reason, and a very strong one, in support of 
the view of catatonic stupor I have presented above, namely 
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the following: Without interest in society, without this keen 
extrospective tendency, and, above all, without this positive 
effort to oppose society, which I have claimed is characteristic 
of the patient, a pseudo-stuporous state lasting for years 
would probably result in dementia. This is not what happens. 
A patient coming out of a long-lasting pseudo-stupor may 
come out comparatively alert mentally. 

What is going on in the mind of the pseudo-stuporous pa- 
tient when he is alone, we cannot know with certainty. How- 
ever, it would probably be a fair assumption that, most of the 
time, he dwells in an imaginary world of fantasy, the center 
of interest of which is himself. Some further suggestions as 
to the motive of the pseudo-stuporous attitude will be given 
later ; here it is to be pointed out merely that this motive must 
be a tremendously strong one, as, in many instances, it keeps 
the patient even from the cooperation with others that is 
necessary for the care of his bodily needs. 

Still more light may be thrown upon the nature of the 
pseudo-stuporous condition if we'compare it with a possibly 
related attitude of the normal, the sulking. 

Professor McDougall has interestingly described the sulk- 
ing of children as a condition in which the child withdraws 
and broods over an injury, incapable either of asserting him- 
self strongly or of submitting himself to the situation (Bib. 
ref. 17, p. 387). I feel confident that this kind of sulking 
occurs in children, but I think also that there is another 
attitude of the child that we speak of popularly as sulking. 
This latter attitude we may call assertive sulking in order to 
discriminate it from the conflict sulking described by Pro- 
fessor McDougall. Assertive sulking then is a_ positive, 
although weak, manifestation of self-assertion of the egotistic 
child. The child has suffered an imaginary or real injury by 
somebody. As a reaction to this he withdraws, sulks, the with- 
drawal being a demonstration against his social environment. 
The latter is proven by the fact that the attitude is taken on 
only when somebody is with the child. When alone in his 
room, he may pick up his playthings and begin to entertain 
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himself in the usual way. As soon, however, as he hears some- 
body approach, the toy is thrown in a corner and the sulking 
attitude again adopted. There are two routes out of this state. 
One is when, after having sulked for some time, the child sud- 
denly gives up this attitude and expresses instead repentant 
submission. The other is when the child chooses, so to speak, 
another mode of behaviour by which to continue his self- 
assertive disapproval of his fellow-beings. He may begin so- 
cial intercourse again, but he displays a kind of childish 
sarcasm or some other manifestation of dissatisfaction, accord- 
ing to his ambition and intellectual standing. The latter is 
not a discontinuance of the self-assertive attitude, it 1s only a 
change of means in order to carry it further. 

Both the types of sulking, described above, the conflict sulk- 
ing and the assertive sulking, probably occur, not only in 
children, but also in adults. The classical example of the latter 
type, in this connection the more interesting, is, I think, the 
sulking of Achilles in his tent. When Achilles resigned, he did 
an act of positive intentional vengeance and thus of social 
self-assertion, well realizing what the withdrawal of both his 
men and galleys, and his own leadership would mean to the 
Greek forces. This is obviously implied by the following 
verses that I quote from Bryant’s translation of the Iliad: 


Such is my oath,—the time shall come when all 
The Greeks shall long to see Achilles back, 
While multitudes are perishing by the hand 

Of Hector, the man-queller; thou, meanwhile, 
Though thou lament, shalt have no power to help, 
And thou shalt rage against thyself to think 
That thou has scorned the bravest of the Greeks. 


The absence of submission in the hero’s attitude is also 
clearly expressed in his hateful address to Agamemnon: 


... Yea, well might I deserve the name 

Of coward and of wretch, should I submit 

In all things to thy bidding. Such commands 
Lay thou on others, not on me; nor think 

I shall obey thee longer. .. .5 


5 Homer, The Iliad (translated into English verse by William Cullen 
Bryant). (Boston and New York, Houghton Mifflin & Co., 1895.) 
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The assertive sulking that I have described here, seems to 
have a parallel in the attitude of the schizophrene patient 
during the pseudo-stuporous condition, or rather this condi- 
tion seems to have definite similarity of expression with as- 
sertive sulking. Whether it also has similarity of motive with 
the assertive sulking is a question that I shall take up later. 
Just as in the egotistic child the sulking attitude is a means 
of anti-social demonstration, the tenseness and irresponsive- 
ness of the pseudo-stuporous case seem to be a positive anti- 
social reaction. Just as the child, when nobody is present, 
may give up his attitude of sulking and occupy himself, the 
pseudo-stuporous patient, when alone, may let his tenseness 
drop. Just as the sulking child may resolve to adopt a new 
mode of self-assertion after having sulked for a certain length 
of time, the pseudo-stuporous patient may make an analogous 
resolution. At least I cannot help feeling that the suddenness 
both of termination and onset of the pseudo-stuporous condi- 
tion strongly suggests as their determinant a voluntary de- 
cision. This, of course, by no means excludes the possibility 
that the will in question may be highly disordered and con- 
trolled by the most singular motives of a deluded mind. 

I have called the catatonic stupor pseudo-stupor in order to 
distinguish it from the true stupor of the manic-depressive 
patient. The latter stupor I endeavoured to explain in 
my earlier monograph as the result of a complete exhaustion 
of the psycho-motor effector system of the organism by pro- 
longed strenuous conflict, such as is liable to occur partic- 
ularly on the third level of profundity of disintegration (Bib. 
ref. 15, p. 44). Clinically, this condition is easy to distinguish 
from the pseudo-stupor in that it lacks the tenseness, and 
consists merely in a relaxation of all muscles due to fatigue. 
The same is not true with regard to another reaction which 
occurs sometimes in the manic-depressive patient, on the same 
level of profundity of disintegration as the stupor. I refer to 
a tenseness motivated by fear, a kind of sham-death reaction 
adopted by the patient as‘soon as somebody approaches him. 
However, subtle observation reveals the difference between this 
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reaction and the pseudo-stupor. A criterion of discrimination 
which I have found valuable on many occasions is that, in the 
sham-death state, the patient frequently holds his breath, a 
conduct that is not characteristic of the pseudo-stupor. 

Also the negativism of the pseudo-stuporous patient should 
properly be distinguished from the resistiveness of the stupor- 
ous manic-depressive, as these two symptoms express them- 
selves, for instance, when you attempt to manipulate a limb 
of the afflicted. In my earlier monograph and also in a special 
article on ‘‘confusion’’ I interpreted the latter, the resistive- 
ness, aS being like the sham-death attitude a true fear reaction 
and not like the negativism of the catatonic, a reaction of 
self-assertion (Bib. ref. 15, p. 76, and 12). Clinically the — 
negativistic conduct differs from the resistive in this respect, 
that it represents an undoing of your manipulation by an 
opposite movement, while the resistive reaction merely rep- 
resents an attempt from the side of the patient to escape from 
your manipulation. 


CHAPTER IV 


THE PsycHOLOGY oF DELUSIONS 


Delusion has been defined as false belief. 

Although this is perhaps the only definition available, we 
have to keep in mind that it does not furnish us with an 
absolute criterion by which we can recognize the delusion. 
For trueness and falseness are relative concepts of evaluation. 
What is considered true by one group of individuals, or by 
one nation, or by one race, may be considered false by another. 

If a savage of a primitive tribe tells his friends that his dead 
father has come to him during his sleep in order to inform 
him where the best fishing water in the river is to be found, 
they will accept his story with conviction of its trueness, while 
a group of civilized Occidentals will reject it, knowing that 
the savage is deluded in that he has mistaken a dream image 
for reality. If, on the other hand, Sir Arthur Conan Doyle 
reports to us that he has received a message through a medium 
from a deceased relative, there will be perhaps a majority of 
Occidentals who will maintain that the illustrious man of let- 
ters is deluded, but there will also be a minority who will 
accept his communication with conviction of its foundation 
in reality. 

As the individual, or the minority of individuals, sometimes 
anticipates truths which are still pronounced delusions by the 
major group, thus bringing about serious conflict with the 
latter, it happens that what appears as a delusion to-day may 
come to seem a reality a hundred years from now. The history 
of science is rich in such instances. As an illustration I need 
only to call to memory the fate of the great Galileo. 

It is tempting to proclaim, and many will undoubtedly do 
so, that a delusion, independent of whether it is individual- or 
group-belief, is a belief which is incompatible with the 
scientific knowledge of things, the latter knowledge being the 
most objective and thus the most proper absolute criterion of 
truth or falsity. Such a point of view may appear, offhand, 
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very respectable; yet we should not forget that it is based on 
a faith in scientific procedure which elevates the basic hypoth- 
eses of science from their office of mere hypotheses into the 
eminent position of absolute, unchangeable laws of nature, and 
that there still remains a possibility that the highest, most 
sublime realities are approximated more closely in our creed 
than in scientific speculation. We should not forget also that, 
even within scientific groups, opinion may differ as to what 
is or is not objectively substantiated. ‘‘ What is truth in Jena 
is only a poor joke in Heidelberg,’’ to quote a Swedish poet 
of prominence. 

The scientific criterion of truth will single out whole races 
of mankind as deluded; it will also, in fact, have to acknowl- 
edge certain common delusions even in the highly civilized 
groups. 

Be the validity of the scientific criterion of delusion as it 
may, this criterion is of no prominent significance for the 
‘‘false’’ beliefs which are of consequence to mental health or 
ill-health. For the delusions which are significant in this re- 
spect are the ones in which the belief diverges from the group- 
belief—be the latter, from the scientific standpoint, a group- 
delusion or not—in such way as to prohibit the adjustment of 
the individual to his actual social environment. In other 
words, only such beliefs which, because of their incompat- 
ibility with the group-beliefs, are apprehended by the group as 
delusional, and which by their motive power over the indi- 
vidual afflicted with them urge the latter into maladjusted, 
a-social conduct and prevent his proper adaptation to his own 
group, only such delusions are of significance in psychopa- 
thology and consequently of interest to us here. 

However difficult, then, it may seem to decide with certainty 
whether or not a view of a fellow-man is delusional, the de- 
lusions which lead to social disease are fortunately often of 
sufficiently absurd character as to exclude any doubt in this 
respect. If a man tells us that he is the son of Christ—mind 
you, not merely in spirit but in flesh—and denies his earthly 
parents, as did Mr. T, then we can be fairly convinced that he 
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is deluded; or, if another man, in spite of being confined to a 
hospital with locked-door system and being highly restricted 
in his activities, claims to be all-powerful, to be able to over- 
throw kingdoms by merely raising his finger, we may also be 
fairly certain that he is deluded. In the delusions of the schi- 
zophrene there is as a rule this element of absurdity which 
makes his belief immediately recognizable as false. In a case 
of true paranoia, the situation may be different. His beliefs 
may appear offhand sufficiently plausible, and it is often only 
after thorough investigation that we discover they have no 
conformity with objective reality. 

I have pointed out here that the delusion which leads to 
social disease is incompatible with the core of the group- 
beliefs, independent of whether the latter are absolutely true 
or not. But there is another feature of these delusions, which 
is perhaps merely a special phase of the one just mentioned. 
The delusional belief, which in the beginning is always related 
to a specific circumscribed matter, is frequently also incom- 
patible with the core of beliefs of the individual who himself 
maintains it. Or, perhaps, I should rather say that in the slow 
formation of the delusion there is an initial period of time, 
before it is accepted with full conviction, when such is the 
case, and when the acceptance with full conviction of the 
delusional proposition is prohibited by just this latter incom- 
patibility. All through this initial phase in the delusion- 
formation the subject afflicted suffers what we may call an in- 
 tellectual conflict, a nagging doubt. It is to secure relief from 
this painful conflict that he begins and continues to ration- 
alize. His rationalization, however, does not aim at a modifica- 
tion of his delusional belief. It aims rather at a modification, 
a reinterpretation of the very core of his total experience, so 
as to make the latter compatible with the delusion. And in 
turn it is in this way that his delusional system grows until it 
comes to involve nearly the totality of his relation to his own 
past and present. In order to be able to support and maintain 
his delusion he falsifies his retrospect and distorts his compre- 
hension of the present. Finally he comes to live in a subjective 
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reality-sphere which is partly purely imaginative and partly a 
fusion of imagination and reality as apperceived by his fellow- 
men. In certain instances the spread of the delusion so as to 
color the total world-picture of the individual does not take 
place. The delusional system remains limited and fairly well 
circumscribed, allowing the afflicted to judge rationally upon 
matters not concerned with the system. This would be the 
case with Bernard Hart’s politician who has a party-bias 
(Bib. ref. 4, p. 131). The extent of the spread is determined 
by the amount of experience which needs to be distorted in 
order to allow the delusion to rule without conflict. It is also, 
I think, to some extent determined by the strength of the urge 
to believe, which, as all modern writers on this topic agree, 
underlies the delusion as the essential generating factor. 

As a matter of illustration of the principles suggested so 
far, I beg the reader at this point of my discourse to lend his 
ear to the story of young Huckleberry Jones. 

Huck Jones was the mail-carrier of the little village of * * * 
in a rural Southern state. He was the son of honest farming 
people, descendants of the original settlers of the village. He 
was not particularly bright but had done on the average in 
school. He had always been rather shy in company; yet he 
seemed to like to be with people, although rather as an onlooker 
than as a participator in their activity. On the few occasions 
when he was known to have taken part more eagerly in what 
was going on among the young people, he had always 
attempted to lead but had as a rule failed, because if he was 
not passive he was awkwardly demandative. When he was 
sixteen, it happened that the old mail-carrier of the village, a 
tough customer, civil war veteran with a biblical name, broke 
his leg and had to resign. Huck applied for his office and it 
was granted to him. He seemed to be well pleased with his 
appointment and those who knew him intimately agreed that 
he liked his job because it was essentially solitary work. He 
carried on quite inoffensively for five years, rather silent, yet 
responding to conversation and sometimes, on his own ini- 
tiative commenting upon the weather to the ladies of the house 
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to whom he brought the mail. He lived with his parents. In 
his free time he liked to read. In his home were a few books; 
not many. Among these, strange to say, was a copy of H. C. 
Anderson’s Fairy Tales. Huck liked that book and was par- 
ticularly fond of the story of ‘‘The Ugly Duckling,’’ which, in 
a kind of vague manner, he thought applied to himself. There 
was also a book called Napoleon’s Wars which he liked. On 
the first page was a picture of the emperor. Huck used to 
open that page, then put a mirror in front of himself to see if 
he resembled the great Napoleon. He thought that there was 
some likeness. He soon discontinued this practice, however, 
because some of his mates found him out and made fun of him. 
People often made fun of Huck. He never seemed to get 
angry about it; he merely went out of the way. As he entered 
the early twenties this changed. He seemed to become some- 
what irritable when humorous comments were made about him. 
For instance, now not merely did he withdraw but he also 
slammed the door behind him on leaving. He also kept in- 
creasingly to himself and talked less, and seemed on the whole 
a little blue. When some friendly lady of a house asked him 
what was the matter, he did not answer. Yet, he carried on 
his work to satisfaction. This phase lasted about a year and 
a half. 

Then there was again a change. He began very gradually 
to become more communicative ; not in the sense that he talked 
to many, just to a few. What he said to these few, however, 
was now faintly bizarre. He liked to express a doubt as to 
whether his father and mother were really his parents. Grad- 
ually he became more and more positive that this was not the 
case and when somebody asked him who he was, he said: ‘‘I 
am of royal blood, I am like the ugly duckling.’’ Some time 
later he became more specific and named the imperial house 
from which he claimed to be a descendant. The news of 
Huck’s folly spread rapidly through the village and his case 
was much commented upon. In the old men’s ‘‘Spitter’s and 
Smoker’s Club,’’ which met every evening on the porch of 
the grocery store, the question was raised ‘“‘Is Huck going 
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goofy?’’ And Old Pete, who was the Nestor of the assembly 
and who had been to Washington once, nodded his head and 
answered the questions in the affirmative: ‘‘Huck is going 
goofy.’’ Again some time later it was noticed that Huck had 
begun to neglect his work. One day he sat down at the 
roadside, remaining there for two hours seemingly far off in 
some kind of preoccupation. When reprimanded, he offered 
a vague apology. 

Finally, matters reached a climax. One morning Huck did 
not come at all to the post office for his mail pack, and when 
people looked around for him, he was found at the railroad 
station, valise in his hand, waiting for the Eastern express. 
When asked why he had not come.for his mail, he said eva- 
sively ‘‘Not to-day,’’ and when further asked what he was 
about, he replied: ‘‘As a prince of blood I am going to call 
on the president in the White House.’’ His friends tried to 
persuade him not to make a fool of himself and when the train 
arrived, they attempted to keep him from boarding by force. 
Huck then set up a fight, for the first time in his life, with the 
result that the sheriff, who thought that here, for once, was an 
occasion when Law might serve the sake of Mercy, arrested 
him and confined him provisionally in the county jail. Pete 
who was an inquisitive old rascal visited him in the jail. 
‘Look here, Huck,’’ he said, ‘‘don’t you know that Jim and 
Lizzi, my old friends, are your father and mother; don’t you 
know that they were married on May 12, 19**, and that you 
were born on the very day a year later?’’ ‘‘No,’’ replied 
Huck somewhat hesitatingly, ‘‘I am not their son. As a little 
boy I was brought to them on a dark night by an unknown 
gentleman who gave them money for adopting me as their own 
child.’’ ‘‘But how do you know all this?’’ inquired Pete. 
‘Ah,’’ said Huck, ‘‘there is at home some linens on which is 
embroidered a royal crown; those are the linens in which I 
was brought here.’’ ‘‘My dear Huck,’’ replied Pete, ‘‘the 
linens you speak of are towels that were given to your mother 
by her sister before your mother set up house with Jim and the 
embroidery that you call royal crowns is in fact bridal wreaths 


SCHIZOPHRENIA 53 


which your good aunt made herself in commemoration of the 
oceasion.’’? For Pete was well familiar with these linens. 
During the course of years they had deteriorated into so-called 
‘‘ouests’ towels’’ to be used preferably not even by guests, and 
as such they had been seen by Pete frequently. Pete’s argu- 
ment seemed to have no convincing effect upon Huck. 

Shortly after, Huck was taken to the state hospital where he 
demented rapidly. But Old Pete, back on the porch of the 
grocery store, said reflectively to his gossips: ‘‘Who would 
have thought this of Huck. Why, I remember two years ago 
I wanted to tease him, as we all liked to do. So I told him 
the governor of the state was interested in him and had writ- 
ten to the postmaster that: he was coming to ***ville in order 
to make his acquaintance. Huck only said ‘No, Uncle Pete, 
you can’t fool me,’ and turned his back. And now,’’ con- 
cluded Pete, ‘‘he wants himself to go to the White House and 
see the president.’’ 

Old Pete here explicitly expresses a realization that between 
the Huck of two years ago and the Huck of to-day there is a 
fundamental difference, that during that time something has 
changed in him, something has gone fatally wrong. It is up to 
us, aS psychologists, to do what Old Pete would have been 
unable to accomplish, namely, to analyse and interpret this 
process of going wrong, an interpretation which, if successful, 
should reveal the very nature of the formation of a delusion. 

Let us, then, first recall that Huck believes that he is the son 
of Emperor X. He believes this so thoroughly that he thinks 
it proper that he, in his eminence, should call at the White 
House. Let us then keep in mind that if two years ago some- 
body had suggested to Huck the proposition he now embraces 
with full conviction, he would not have accepted it. Why not? 
Because he would immediately have realized the incompatibil- 
ity of the suggested state of affairs with his whole experience, 
his experience as a farmer boy in the house of his father and 
mother, his experience in the village school, and so forth. 
There existed consequently, at that time, a complex belief 
based in a core of memories, which conflicted with the sug- 
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gested proposition and made Huck reject the latter as absurd. 
In other words, the proposition, ‘‘I, Huck, am the son of 
farmer Jones and his wife before God, Elizabeth Jones, borne 
Bones,’’ excluded the proposition ‘‘I, Huck, am the son of 
Emperor X.’’ This evaluation of the relation between the two 
propositions, resulting in the realization of their incompat- 
ibility and in the rejection of the latter, we have to assume to 
be the result of some mental activity, some mental function on 
the part of Huck. This mental function we may admit is es- 
sentially the one through which the real is distinguished and 
discriminated from the unreal, the objective from the fanciful 
and dreamed. It is perhaps difficult to analyse this function 
(I shall later make an attempt to do so) yet we cannot doubt 
its actuality, nor can we doubt its paramount importance. Let 
us provisionally call it the reality-function or for the sake 
of briefness, the R-function.1 cf . 

It is obvious that this Ronen on mee ete an ives 
part in any well-adjusted mental activity, must be part of any 
successfully working simple or complex sentiment, and its réle 
in adjustment, to state the matter again, is to discriminate 
between the real and the unreal.“ It may be likened to a 
Cerberus with a thousand heads and thousands of eyes which 
are continually awake to notify as to the proper course of 
activity in a highly complicated world—a Cerberus with many 
heads but one single heart, for just as it can be quenched in 
part, it can also be quenched in its totality, leading to a com- 
plete eradication from the mind of the afflicted of the border 
between reality and dream. This was not fully the case in the 
instance of Huck Jones. Yet the acceptance by Huck of a 
proposition which two years earlier, due to the proper working 
of the reality function, he would have rejected seems to me to 
imply some impairment of the latter function. The matter is 


* Professor McDougall has pointed out to me that what I in the follow- 
ing discussion treat as one function may possibly be two. The first fune- 
tion would be the very fundamental one of recognizing the relation be- 
tween things and thus the incompatibility of propositions, the second 
which is the function I have particularly in view, would be concerned 
with the recognition of the degree of validity of any simple proposition. 
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not sufficiently explained by an increasingly growing wish to 
believe in concordance with the delusional proposition, as some 
writers would have it. 

Any function may be weakened by two causes. One is 
plainly disuse of the function, the other is active repression of 
it. I suggest that in the case of slowly developing delusion- 
formation of the kind illustrated by the case of Huck Jones, 
the kind which is characteristic of the schizophrenic disease, 
the weakening of the R-function is the result of prolonged re- 
pression, and that this repression is the very essential process 
which occupies the period of development and maturation of 
the delusional belief. Naturally this period would be one of 
severe conflict, either conscious or subconscious, and the rel- 
ative relief from the conflict would be proportional to the 
success of repression of the R-function. The rationalization of 
the afflicted as exemplified by Huck’s story of the unknown 
gentleman and of the towels with royal crowns is one obvious 
reflection of the process of repression of the R-function,’ a 
matter which Bernart Hart has failed to recognize in’ his 
otherwise excellent discussion of delusions. He claims explic- 
itly that the delusions which are described as the result of 
logic-tight compartment formation are independent of repres- 
sion (Bib. ref. 4, chaps. VI-VII). To my mind, rationalization 
is one of the many processes that always and directly subserve 
repression; in fact, it is only a name for a specific form of 
such. Whenever we rationalize, we seek to evade the mirror of 
truth that the reality-function holds up before us. 

What, then, in psychological terms is this R-function ? 

/As it is an ergetic mental system, we have to acknowledge 
it to be a sentiment, and as a sentiment its energy must be 
generated from one or more of the great instincts. Which one, 
or which ones? 

Professor McDougall has pointed out very emphatically that: 
our judgments and accordingly our beliefs are extensively 
moulded by our wishes, in other words, that they have a 
conative determinant. He also holds forth that these wishes, 
moulding judgment and belief, are mostly other than mere 
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curiosity, the urge which theoretically would move us to in- 
vestigate the relation of things for their own sake and inde- 
pendently of otherwise directed interests (Bib. ref. 17, p. 333 
and 16, chap. XIV). I suggest that the R-function is a senti- 
ment that has developed around this pure curiosity impulse. 
As the interest of the latter impulse is essentially outwardly 
directed, an interest in the relation of object to object, rather 
than of object to subject, its investigative activity would lead, 
at least more so than any otherwise motivated consideration 
of relations, to objective judgment and subjectively unbiased 
belief. It would lead to the establishment of just such un- 
biased opinion as would be capable of becoming common 
conviction with reference to the widest range of topics. The 
validity of what is stated here is by no means reduced by the 
fact that common conviction is not always determined by 
judgment based on pure curiosity. There exist concerning 
special topics group-biases, group-beliefs that are subjectively 
rather than objectively determined, or, in other words, group- 
beliefs that have been built up on an interest in the relation 
of object to subject rather than object to object. The con- 
dition under which such group-beliefs arise is, however, still 
the commonness of the underlying subjective wish. 

The R-function, this sentiment developing around the pure 
curiosity impulse, is incorporated in the majority of higher 
forms of volitional expression; it is, in fact, the very com- 
ponent of will which is responsible for our critical considera- 
tion ; it normally exercises the check upon too abundant other- 
wise determined wishful judgment and is thus the very agent 
which prevents the establishment of merely subjectively 
moulded beliefs. 

We can easily observe the working of the pure curiosity 
impulse in children, just as we can see its working in con- 
junction with other more egotistic motives. Suppose, for 
instance, that you take a little child for the first time to 
an automatic slot-machine. Let us assume that it is one 
in which you put a coin and from which on your moving 
a handle a piece of chocolate falls out. Let us assume also 
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that it is one on which, through a glass window, you can 
watch in action the levers, wheels, and what not of the 
machine. Having once showed the working of the automaton 
to the child, you ean be strictly certain that the child will 
want you to do it again. He will himself take hold of the 
handle eagerly and attempt to turn it. Let us now notice that 
the motive of this wish may vary in different children. In 
one child the motive may be expressed in this way: ‘‘I want 
another piece of chocolate,’’ in which case we may say that 
the motive of the child is merely his food-seeking impulse. In 
another child the motive may be expressed as follows: ‘‘I 
wonder if I get another piece of chocolate if I do it again?’’ 
Here the food-seeking impulse and the curiosity impulse are 
obviously blended. Finally the motive of a third child may 
be expressed thus: ‘‘I wonder how the machine did it?’’ In 
the latter instance the curiosity impulse is the sole motive of 
the wish to do it again. We see that, in the three instances, 
the emphasis is moved from a state of affairs involving sheer 
subjective interest, through one involving a blend of sub- 
jective and objective interest, to one involving merely the ob- 
jective interest in the relation of part to part of the machine 
in action. 

We can observe the working of curiosity in children in the 
way they question older people. Children undoubtedly ask 
questions for the sheer sake of knowing; at any rate, it is fre- 
quently impossible for us to see that a child’s question has 
any otherwise directed purpose. As I was writing this page 
in a corner of the lobby of a summer hotel on the shore of 
North Carolina, a little girl about eight years old came down 
to me, looked at me for a little while, smiled at me charmingly, 
and then began to bombard me with a real gun-fire of all kinds 
of questions: what I was doing, what my profession was, how 
long I intended to stay at the beach, if I liked it there, if I 
was bothered by the mosquitoes, if I was married, how many 
children I had, why my spectacles looked so funny, ete., ete. 
Struck by the coincidence of my interruption by the dimin- 
utive, inquisitive visitor while writing on the very topic of 
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child curiosity, and determined to use it as illustration of the 
latter, I asked the girl, just as a matter of completion of my 
mental record of the episode, how old she was. Judge my 
embarrassment when the little imp turned her back and re- 
plied: ‘‘You should not ask a lady about that.’’ ‘‘Small pots 
have ears also,’’ says a Swedish proverb. 

There is a very common decline of the pure curiosity of 
children when they begin to ask questions not merely for the 
sake of knowing but also because of a desire for self-display, 
a kind of coquettish wish to get attention. I believe this to 
have been the case with the little girl I have just mentioned, 
particularly in consideration of the finale of our interview. 
On the other hand, there is a healthy development of the pure 
curiosity of the child when his investigations and questions 
begin to be more systematic and to center around one object at 
a time until knowledge of the latter is attained from all angles, 
instead of being flighty and distracted in a superficial manner 
in various non-related directions. In a few selected adults this 
development results in the scientific attitude. The scientific 
conative attitude would thus be the most highly developed ex- 
pression of the pure curiosity instinct, a fact which is borne 
out by the claim of the so-called pure scientist to be ethically 
and emotionally indifferent to the result of his inquiries. 

To summarize my theory of the R-function it may be said: 
Ahe R-function is the constituent of all will that is carried by 
a mental structure which, in the growth of mind, has resulted 
from the working of the pure curiosity impulse. 

If I am right in this interpretation of the R-function, I have 
consequently reduced the latter into a true sentiment, and into 
a sentiment of the utmost significance for the adjustive bal- 
ance of the individual. Having done so, I have also projected 
the R-function to the level of all other ergetic mental systems 
and, what is most important, to the level of all repressible 
cognitive-conative mental units of activity. 

I have now endeavoured to describe the sentiment, the re- 
pression of which conditions delusion-formation, but nothing 
has as yet been said to characterize more fully the repressing 
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agent. The repressing agent in cases of delusion-formation is, 
I suggest, always an egotistically colored self-regard which 
urges the individual to escape from painful self-recognition. 
There are two kinds of painful self-recognition which play the 
most outstanding réle in evoking this impulse of escape. One 
is the self-recognition which is accompanied by a feeling of 
inferiority; the other the self-recognition which is accom- 
panied by a feeling of guilt. These two affective states, the 
feelings of inferiority and of guilt, which here have been 
called by their popular names, have to be understood as de- 
rived emotions and more especially as retrospective emotions of 
desire. The feeling of inferiority is the prolonged retrospective 
disappointment of repeated failure of assertion; the feeling of 
guilt, the prolonged retrospective remorse over shameful or 
criminal mode of assertion. These two feelings with all their 
cognitive constituents of memory are the objects of the wish 
to escape, and this wish brings about the relief by generating 
respectively ambivalent fantasy. The wish to escape from 
the feeling of inferiority thus generates the dream of great- 
ness and power, the wish to escape from the feeling of guilt 
and from the acknowledgment of deserved punishment, the 
dream of being persecuted. As the feeling of guilt is mostly 
blended with a feeling of inferiority, the ambivalent fantasy, 
generated in such case by the wish to escape, is mostly one of 
both persecution and eminence. This accounts for the clinical 
fact that, in the paranoid schizophrene, the two delusions are 
practically always inseparably intermingled. ~ 

These ambivalent fantasies constitute the nucleus of the 
forming delusion. But the wish to escape has not merely to 
generate the ambivalent dream; it also has to eliminate, by a 
process of repression, all ramifications of the R-function 
which would prevent the dream from being apprehended as 
reality. First, when this latter endeavour gradually has 
reached a certain degree of success, the dream becomes a real 
delusion that is a false belief accepted with full conviction. 
Far before this stage, the wish to escape itself, as a rule, has 
become an unconsciously working agent. Hither it may have 
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become habitual and thus capable of activity independent of 
conscious reflection, or it may have been driven from con- 
sciousness by a secondary process of repression. In the for- 
mer instance we would say that it is working on the precon- 
scious level; in the latter, on the subconscious. 

Let us now try to apply these principles to the interpreta- 
tion of the case of Huck Jones. 

There is Huck, the farmer boy, who grows up in the nar- 
row environment of a small Southern country village. Through 
reading he becomes acquainted with a wider world, a fact that 
in itself is prone to stimulate his fantasy. He has been 
treated in a somewhat stepmotherly fashion by nature, as far 
as intelligence is concerned, yet not sufficiently so as to make 
it a serious handicap to him. However, it causes him to feel 
repeatedly that he cannot fully cope with his mates who like 
to make fun of him. As a matter of self-protection, he be- 
comes withdrawing and reserved. But his egotistically tinted 
self-regard, which is severely injured by the realization of his 
inferiority, urges him to imagine himself great and powerful. 
This inclination reflects itself in his application of the story of 
‘‘The Ugly Duckling”’ to himself, also in his search for fea- 
tural resemblance between himself and the great Napoleon. 
His wish to escape the painful self-recognition of inferiority 
which manifests itself in the compensatory grandiose fan- 
tasy is repressed. For, he notices that any expression of it 
provokes others to make fun of him. It continues, however, 
to work on the subconscious plane, and-finally it produces the 
fatal delusion by giving to the question, ‘‘How can I be 
great?’’ the answer, ‘‘Only by being the child of noble par- 
entage.’’ This fantasy is elaborated upon and along with 
such elaboration the repression of the R-function becomes pro- 
gressively more pronounced until finally the delusion pee 

a firmly fixed motivating agent in conduct. 

This is in brief outline the course of the pathetic story 
psychologically interpreted. 

In the case of delusion-formation of the kind described, we 
have to do, accordingly, with a complex situation of cause and 
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effect. There is the primary causative system which is a wish 
to escape from painful self-recognition. This system gradually 
becomes unconscious, but as such it continues a two-phased 
activity. On the one hand, it generates fantasies which are 
ambivalent to the contex of the painful self-recognition; on 
the other hand, it effects an inhibition of the R-function when- 
ever the latter is on the verge of inducing doubt as to the 
reality of the delusional belief. The latter inhibition proceeds 
by means of increasingly far-reaching rationalization. It 
thus modifies the meaning of any proposition which is ob- 
jectively incompatible with the delusion, and it is immedi- 
ately brought into play whenever such proposition presents 
itself. That is why, when you try to convince the deluded of 
the falseness of his belief, by pointing out contra-arguments, 
these arguments either seem completely meaningless to the 
afflicted, or they attain a false meaning, far different from and 
opposite to the one you intended to convey, all due to rational- 
ization on the part of the latter. 

“ J especially desire to point out a close kinship between the 
psychology of schizophrenic delusion-formation and _ the 
psychology of certain hysterical aberrations, particularly 
functional anaesthesia and functional amnesia. Both of these 
latter disorder symptoms I discussed in separate articles 
to which 1 have to refer for full information (Bib. ref. 11 and 
13); here I can state my conclusions only briefly. In both 
instances, just as in the case of delusion-formation, we have 
an unconscious causative system which effects, by a process 
of inhibition or repression, a modification of the meaning of 
experience. In both instances, just as in the case of delusion- 
formation, this causative agent is an egotistic wish to escape. 
In the case of functional anaesthesia the unconscious system 
effects an inhibition of any response whatsoever to impres- 
sions in a certain sensory field, thus depriving these impres- 
sions completely of meaning and making them pass entirely 
unnoticed by the afflicted. This is in accordance with the 
principle that meaning is determined by striving, a negative 
corollary of which holds that where there is no urge there is 
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no meaning. In the case of functional amnesia the causative 
system effects an inhibition of the very striving which is 
adequate to a passed event, thus depriving the recollection of 
the latter of all feeling of ego-reference, or of personal, inti- 
mate belonging to the self, this in turn resulting in a convic- 
tion on the side of the afflicted that the event, if told to him, is 
not part of his own personal experience. This in its turn is 
in accordance with the principle that the feeling of ego-ref- 
erence of our memories is determined by the revival of the 
emotion which was part of the original experience. 

I shall come back to this kinship between the psychology 
of delusion-formation, of functional anaesthesia, and of fune- 
tional amnesia in a later connection.? 

I desire to show also that the situation producing the three 
disorder symptoms mentioned, delusion, anaesthesia, and 
amnesia, is different in essential respects from the one under- 
lying the majority of the so-called obsessional aberrations, 
such as phobias, morbid doubts, compulsions, and so forth. 

In the case of obsessions the symptom is really a direct re- 
flection of part of the contex of the complex, due to inadequate 
or incomplete repression. This is, for instance, true about 
the phobia. When the complex in which a phobia is rooted 
becomes activated by some cause or other, we may assume that 
it is immediately met by renewed repression. This repres- 
sion, however, is not fully effective and there reflects into the 
mind of the afflicted a conscious fear of a certain object or a 
certain type of objects. Both the emotional quality and the 
object conform with the character of the complex and what is 
lacking due to partial repression is the complete conscious 
recognition of the original experience in which is founded the 
fear of the particular object. In such instances, the percep- 
tual or the imaginative thinking of the latter or its type is 


*T have some experimental evidence suggesting that the hysterical sub- 
jective pains may have an explanation that is parallel to the one account- 
ing for anaesthesia and amnesia. The general principle in reference to 
the subjective pains seems to be that here a subconscious wish, by produe- 
ing a compulsion to act as if a certain sensory area were stimulated, 
results in a subjective meaning of the sensory impression. I have pre- 
pared a separate paper on this topic which is at present in press. 
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what activates the complex. In other instances merely the 
emotional quality of the complex may become conscious, and 
in such eases the afflicted, seeking an object for his fear, at- 
taches it by a superimposed process of rationalization to an 
object of any kind entirely independently of the nature of 
the object of the repressed system, frequently to an object 
that is extremely inadequate and absurd. What activates the 
complex in such instances and results in the primary content- 
less fear cannot be determined. 

In the case of compulsions we have to do with a similar 
state of affairs. When the repressed complex is activated, its 
desire takes hold of the afflicted. Without his knowing why, 
this desire is experienced as desire before it leads to action but 
its source is unknown. It can be resisted temporarily, but as 
a rule it finally passes over into execution. The obsessional 
anxieties, the intellectual aspect of which is the obsessional 
doubts, are essentially of the same nature as the phobias. They 
may be the adequate expression of the feeling-tone of an 
anxiety complex, but they might also be merely the reflection 
of the aftective accompaniment of the conflict between re- 
pressing and repressed agent. When these anxieties are con- 
tentless, they are very apt to seek objects; the typical object 
to which they become secondarily attached in the commonest 
form of simple neurasthenia is the body and its condition of 
health. Thus are explained the hypochondriacal anxieties and 
the innumerable more or less imagined somatic aches and 
pains of the neurasthenic. Compulsive thought is about as 
common an obsessional symptom as compulsive affect and 
compulsive act, and has essentially the same explanation. Cer- 
tain simple automatisms, occurring without preceding desire, 
as was the case in the true compulsions, have also a similar 
explanation. Functional ticks have been observed in which 
the automatic movement was a reproduction of the overt ex- 
pression of the urge of the complex (or a part of such expres- 
sion) or functional physiological automatisms, such as trem- 
bling, paling, flushing, perspiration, increased heart-action, 
and what not, where the physiological manifestation was a 
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reproduction of the adequate physiological adjustment incor- 
porated in the expression of the complex. 

In all these instances the common factor is the following: 
Whenever the complex is activated by some route or another, 
part of its contex (the term contex taken in a very broad 
sense) comes to direct expression and constitutes the obses- 
sional symptom, either in itself or in conjunction with super- 
imposed reactions of the nuclear personality. 

This situation, as we see, is entirely different from the one 
underlying delusion-formation, functional anaesthesia, and 
functional amnesia. The causative system, the complex in the 
case of obsessions, creates nothing new in the world as in the 
latter instances; it only expresses a fragment of its own in- 
trinsic contex. 

Just as I shall later return to the kinship between delusion- 
formation, anaesthesia, and amnesia, I shall again deal with 
the common distinction of these disorders from the obsessional 
aberrations. 

It remains for me to say a few words of discrimination be- 
tween the delusion-formation of the schizophrene, which is the 
one I have here extensively discussed, and the delusions 
which are common in the other great ‘‘functional’’ psycho- 
sis, the manic-depressive disorder. Those who have read my 
monograph on this disease may remember that, in people af- 
‘ flicted by it, the delusions are characteristic of what I have 
called the second level of profundity of general disintegration. 
They may also recall that the outstanding feature of this level 
is a breaking down of adaptive inhibitions to a degree such as 
to produce a very striking general liability for tantrum emo- 
tional reactions. It is in connection with such tantrums or, 
perhaps better expressed, superimposed upon such tantrums 
that delusions appear. The general principle accounting for 
these delusions is the following: Tantrum impulses with their 
intensive emotional coloring, whenever evoked by some insti- 
gating object, are highly prone to enhance subjectively the 
realness of the latter. As, in the extremely excitable state of 
mind of the patient on the second level of profundity of dis- 
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integration, very trifling instigators—be these sense impres- 
sions or superficial associations or both—are lable to evoke 
tantrum emotional reactions, these instigators may accord- 
ingly be very disproportionally evaluated and may be given 
even an explicitly delusional interpretation by the afflicted. 
Thus, for instance, silent steps outside a patient’s room by 
superficial association may bring to his mind the thought of 
thieves. This thought will evoke a tantrum fear which in its 
turn will reinforce to a degree of full conviction the proposi- 
tion that thieves are really present. The patient rushes out 
of his room, ealling for help; and, although he finds a pleas- 
antly smiling young nurse directly outside his door and it 
ought to occur to him immediately that it is her steps he has 
heard, nothing of the kind takes place. He insists that there 
are thieves on the ward, and he may maintain that delusional 
conviction all day or longer, as long, in fact, as his appre- 
hensive state of mind endures. It is not only fear that may 
produce delusions of this kind in the manic-depressive patient ; 
any emotion may serve the purpose—anger, elation, lust, and 
what not. In my monograph on The Manic-Depresswe Psy- 
chosis, I gave several examples of parallel delusion-formation, 
determined by tantrum reactions other than of the impulse to 
escape (Bib. ref. 15, p. 39). 

It should be evident to the reader that these delusions, in 
their underlying principle, are entirely different from the 
delusions of the schizophrene and the paranoid. They are in- 
dependent of repression of the R-function; indeed, they are, 
quite contrarily, conditioned by a general breaking down of 
inhibitions; they are independent of an egotistic wish; they 
are transitory not only in the sense that they only endure as 
long as the strong emotional state endures, but also in the sense 
that the liability of their re-occurrence disappears as soon as 
the toxic, disintegrating agent of the psychosis is removed, 
and re-integration of the normal personality is again at- 
tained. They are, in other words, most definitely mental 
aberrations which are accessory to the state of general dis- 
integration of personality, while in the schizophrene the 
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delusion-formation is entirely independent of such general 
disorder. 

The principle which has been called upon to explain the 
delusions of the manic-depressive patient, namely, that tan- 
trum emotional reactions are prone to enhance the subjective 
realness of the object which brings them into play, has 
another ramification that may be of interest here. It ac- 
counts for the formation of many fearful superstitions of 
primitive people. Primitive man, due to insufficient subli- 
mation, remains on the tantrum level of mental organization 
all through life. During his course of progress through a 
complicated world inflicting upon him a multitude of impres- 
sions which he cannot organize, many objects and situations 
will call forth in him tantrum fear. These objects and situa- 
tions will attain accordingly an enhanced realness and sig- 
nificance, and around them he will be particularly inclined to 
elaborate false beliefs, superstititions. He will personify these 
objects and influences, and in the course of time he will have 
ereated a real horror-chamber populated by witches, demons, 
evil spirits, and what not, the existence of which he accepts 
with full conviction. These delusions will be enduring be- 
cause the state of insufficient integration of the savage’s mind 
is enduring; the fearful influence will continually repeat it- 
self, each time evoking the tantrum fear, each time giving 
further nourishment to the conviction of the realness of the 
fearful object, until the false belief is an unshakable super- 
stition which, as group-belief, is even transmitted from gen- 
eration to generation. 


CHAPTER V 


THE SUBJECTIVE REALITY-SPHERE OF THE SCHIZOPHRENE 


There is an opinion held by the majority of psychiatrists, 
that the thinking process of the schizophrene is disconnected, 
or, to adopt the term most frequently used, scattered. This 
view may be correct, but it is far from sufficiently substan- 
tiated. / Aside from the fact that scattered thinking would be 
merely the cognitive reflection of scattered striving, and 
would, accordingly, imply conative disintegration, an impli- 
cation that I believe to be most definitely untrue, the verdict 
of scattered thinking as given by the psychiatrist is based on 
the most superficial evaluation of verbal productions of the 
patient, as these appear to the observing physician without 
any consideration of the meaning which possibly they may 
have to the diseased.’ I submit from Diefendorf an example 
of a so-called scattered production, as expressed in a letter 
written by a patient (Bib. ref. 3, p. 40). 


Dear Sister:—I received your box in perfect shape and 
money as well. Do you wish to see me. If you care or some- 
body else will. Do. Awful lonesome. A new suit and fair 
words. This time give me a little money if you will (tell her to 
use slang my front yard). Give me a punch for fun. You 
are read that way) leave (Give her a drop of your poison). 
Latest song attendant. (Give her a wife she is lonesome). 
Hill St. I suppose Tom Kellhams Pete whair Fitch. Right 
tell me give over Pa Ma Nell Har. Will Eddy. I strong 
- don’t you know he passed it to the other young from Newark 

but he could not start it. He did not know where it came 
from. He sleeps under. I got McKingleys Son over me at 
times he works on the stylish horse. He is a black strong. I 
am red.... 


No doubt this extract seems scattered to us. But that fact 
may be an entirely invalid basis of evaluation. Continuity and 
discontinuity of thinking can be established only by an appre- 
ciation of the apparent thought fragment in its relation to the 
total trend of cognition of the individual who thinks, and this 
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total trend may not be expressed in the series of fragments. 
Investigation of such relation with a real endeavour to under- 
stand the mind of the schizophrene has been sadly discour- 
aged, however, by the very theory of scattering, and few psy- 
chiatrists have attempted really to test the validity of the 
latter. It has been one of these hypotheses that have retarded 
the progress of understanding instead of promoting it, by giv- 
ing to the professional man a superficial excuse to abandon a 
difficult task—a sterile hypothesis to be repudiated by any 
ardent student. | 

I shall endeavor to show by a little experiment how poorly 

supported the view of scattering of the schizophrene may be. 
It is of course not an experiment that gives conclusive ev- 
idence, but it is rather suggestive. Contrary to the current 
technique of reporting experiments I shall give my result be- 
fore I describe my mode of procedure. Here it is. 
Yet the lives of Queen Mary of more completely separated 
than are the husbands are very much alike; ever to set the 
world on fire, but wives and children, glad to help out shall go 
well at the office and that serene at night. The latter condi- 
tion. Eva is a nagger. She works more she opening doors to 
sally forth with children, keeping everything in conscientious 
to the point of making abandon the straight and narrow has 
money for clothes or hats and she entire neighborhood know 
that it is the picture; poor folks can’t waste... . 

I ask, my psychiatric reader, if he considered this a scat- 
tered production. If so, behold how I obtained it! 

Beside me on the table was lying a newspaper, the Durham 
Sunday Herald-Sun of July 26, 1931. I closed my eyes, un- 
folded a page and put my finger down on one of the columns. 
The page was number four of Part III, the literary section. 
My finger pointed at the beginning of the second paragraph 
of a novel by Kathleen Norris, entitled Putting Wings Under 
the Dishpan. Beginning where my finger rested I started to 
copy the printed words; but I omitted every second line; if 
the first or the last syllables of a line contained only part of 
a word, this word was also omitted. The result came out as 
above. 
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And here is the result of a second experiment of a similar 
but not identical kind. 


Yes, come with me — and see — To the foot-bridge, yes. 
You know you never dare to go out upon it. Yes. — It was 
that that made my love hopeless. Thanks, ***. And now I 
will go — gladly. Only to the bridge, ***. Are you abso- 
lutely certain — that this way is the best for you? If you 
were deceived yourself? If it were only a delusion. One of 
those white horses of ***. Then stay ***! Yes, but first tell 
me this: Is it you who follow me? Or is it I who follow 
you? But I should like to know. I almost think that is the 
truth. Yes.. Weare one. Come! We go gladly. 


This apparently scattered production is a quotation from 
a very famous piece of literature, Ibsen’s Rosmersholm. It is 
taken from the final dialogue between Rosmer and Rebecca; 
but only Rebecca’s repliques are given, not the intermittent 
ones of Rosmer. I also have excluded from my quotation all 
names that might suggest the origin of the extract. 

By these two experiments I desire to show that a verbal 
production which gives merely fragments of a continuous 
trend of thought may superficially appear as disconnected 
and scattered; and yet when they are completed with the 
omitted parts, a very subtle continuity of meaning is evident. 
I suggest that, until we have definitely showed that such con- 
tinuity 1s missing in the production of the schizophrene, we 
should not accept a theory of scattering. Until then we should 
proceed and do our best to penetrate into the mind of our 
patient instead of allowing ourselves to be lulled into in- 
dolence by a sterile hypothesis. I should like to mention that 
in listening to so-called scattered word production of schizo- 
phrenic patients, I have frequently had the impression that 
the patients were carrying on a dialogue with an imaginary 

partner. 

_ * One American psychiatrist, August Hoch, has endeavored 
_ admirably to enter into the sphere of the mental activity of 

_ the schizophrene. As a result he came to doubt the theory 
_ of seattering, rather than to find support for it. ‘‘ While an 
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outside view of dementia precox,’’ writes Hoch, ‘‘reveals an 


arbitrary array of manifestations: of delusions, hallucina- 
tions, queer notions, or autochthonous ideas; an emotional 
condition often out of harmony with what the patient says, 
peculiar incoherent utterances which impress one merely as 
scattered ideation, bizarre acts often executed with an im- 
pulsiveness which appears strikingly forced and elementary, 
an analysis often shows us that instead of there being a lack 
of connection or significance in this array of manifestations, 
all these expressions mean something to the patient, that def- 
inite principles of dependence of the individual symptoms 
upon each other can be made out, that certain mechanisms are 
at work, and that instead of an arbitrary diffusion there is in 
these manifestations a certain limitation to definite trends 

ie) (Bib: pet, 2) | 

In the lines quoted, August Hoch opposes not only the 
theory of scattering of the schizophrene, but also another of 
the current comfortable hypotheses concerning the latter, 
namely, that his conduct presents a discongruity between ob- 
ject and affect. It is true, no doubt, that a paranoid schizo- 
phrene may tell us about the most cruel persecution of which 
he is a victim without expressing at the same time any true 
affect of distress about the situation. Contrarily, it is also 
true that occasionally the schizophrene may manifest episodes 
of a most peculiar emotional excitation in which, as far as we, 
the outside observers, can notice, the affective state is not 
adequate to the actual situation. But here again we judge 
very superficially from our own point of view, from the way 
in which things appear to us and not from the way in which 
they may appear to the sick patient. We disregard again the 
fact that the adequacy of an affect is dependent upon the 
meaning of its instigator to the one who suffers the affect, not 
upon the meaning this instigator may have to one who merely 
observes the emotional state of his fellow man. 

Concerning the apparent indifference with which a paranoid 
schizophrene may relate the horrors of persecution, we should 
remember also that the delusion of persecution, as I have 
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- pointed out in the previous chapter, subserves the relief of the 
distress of painful self-recognition of guilt, being the dream 
which is ambivalent to such feeling. It thus most definitely 
fulfils a wish. We may, furthermore, keep in mind that the 
role of the delusion of persecution, in its relation to the sub- 
jective world-picture of the afflicted in toto, is undoubtedly 
also to enhance the pleasurable delusion of eminence which in 
the genesis of the psychosis was the ambivalent dream cor- 
responding to the painful self-recognition of inferiority. This 
all goes to indicate that however horrible are the sufferings 
which the schizophrene proclaims to be his, due to persecution 
by cunning enemies, the ultimate facit of his phantasmagory 
is always plus and not minus; in other words, it is escape from 
distress rather than distress. The truth of this proposition is 
supported further by the fact that suicides are rare among 
schizophrene patients. When they occur, they do so mostly 
in the initial stage of the disorder before relief from intel- 
lectual conflict is obtained by full repression of the R-function. 
During this stage the schizophrene often suffers a true neuras- 
thenic disarrangement. After the successful repression of the 
R-function all true distress disappears, as a rule, and suicides 
become rare. We have reasons to believe that on the few oc- 
casions when they now occur they have been motivated by 
delusions. God may have commanded a patient to kill himself, 
holding before him a glorious reward in the heaven of heavens. 
Information concerning such motives has been elicited from a 
small number of cases in whom suicidal attempts have failed 
and the patient has been able to account for his act later. 
The psychiatrist’s attitude towards the thinking-process of 
the schizophrene on the one hand, and towards his affective 
processes on the other, is given a more general formulation 
when he proclaims that the schizophrene seems to lack a motive 
in his conduct. In this respect, he adds, he differs from the 
manic-depressive patient in whom you can always find 2 
motive of activity, however a-social and maladjusted the 
activity may be. Could any view concerning schizophrenia 
more flatly discourage every attempt to really understand the 
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psychology of the disorder than the one mentioned? Let us 
for the sake of progress abandon it, and assume with August 
Hoch that the schizophrene has a motive of conduct; let us 
investigate on such theory as a basis, until the contrary shall 
have been borne out by inquiry more conclusively than it has 
at present. 

The task of investigating the motives of activity of the 
schizophrene is always a difficult one, one involving pro- 
longed endeavour. There seem to me to be two modes of pro- 
cedure in such investigation. One would be to note carefully 
the peculiarities of conduct of the patients and to try to make 
them retrospect upon and explain these during episodic inter- 
vals when they may be more cooperative than usual. The 
other would be to inquire with patients having remissions from 
their disorder as to the motive which urged them to activity 
on specific, carefully recorded occasions. Particularly will 
the latter study mean prolonged endeavour on the part of the 
investigator. For remissions are very rare in cases of schizo- 
phrenia; on the other hand, when they occur, they occur prac- 
tically always in cases of the psychiatrist’s catatonic type, 
which is the very type where so-called ‘‘scattered behav- 
iour’’ is most frequently observed. If it should prove to be 
possible in the future to produce by chemical means temporary 
lucid intervals in the schizophrene patient, as has already been | 
done, I believe, with some success in the case of pseudo- 
stuporous patients, good opportunities might be offered to 
investigate the mind of the schizophrene (Bib. ref. 20). 

Thus, the progressive view of schizophrenia acknowledges 
that the schizophrene lives in a subjective reality-sphere of his 
own which the investigator would find worthwhile to attempt 
to enter, however difficult such penetration may be. This sub- 
jective reality-sphere has its different coloring in each indi- 
vidual case, depending upon the individual experience of each 
patient. But there are general characteristics of this sub- 
jective sphere which I shall try to describe in the following 
section. In essentials my description conforms with the one I 
offered in a separate article published in 1928 (Bib. ref. 10). 


ScHIZOPHRENIA 73 


I have pointed out in the previous chapter how the sub- 
jective reality-sphere is formed. We have seen that by con- 
tinual and increasingly spreading rationalization the patient 
comes to re-mould the totality of his past and present expe- 
rience. As his rationalization subserves the repression of the 
R-function, it results, as the process progresses, in an eradica- 
tion of the border between reality and dream which finally 
becomes sufficiently complete as to leave the two indistinguish- 
able. The subjective reality-sphere of the schizophrene ac- 
cordingly contains fragments of objective reality, that is, 
reality as apprehended by the group; it also contains pure 
fantasy, and, finally, reality distorted by and fused with 
fantasy in all possible proportions and gradations. 

For the sake of a further description, let us consider this 
subjective reality-sphere of the schizophrene to be divided into 
a number of concentric layers. Let us think of the surface 
layer as representing that part of the sphere where reality 
exists pure. Let us, furthermore, think of the following lay- 
ers, aS we pass towards the center, as representing series of 
parts in which the proportion of fantasy fused with reality 
gradually increases. In this way we shall obtain a series of 
layers in which objective reality is more and more distorted 
by fantasy. Proceeding thus, we reach, finally, a nucleus 
round the center of the sphere where the measure of objective 
reality in the fusion equals zero, and we are in the part of the 
sphere which contains pure fantasy. To make this diagram 
still more clear, let us describe it again as follows: Suppose 
we lay a radius anywhere through this fused reality-sphere of 
the schizophrene. This radius would be intersected in a num- 
ber of points by the border surfaces of the different concentric 
layers. Thus, the radius would take on the form of a scale. 
On this scale we can mark off different points, or rather inter- 
vals between consecutive points, as representing layers of the 
sphere in which fantasy and reality enter into fusion in dif- 
ferent proportions. If we call fantasy F’, and objective reality 
R, we get the scale graded by a series as follows: 

BPyR os tajpr /R = (at), F/R = (at); F/R (a3), F/R 
= (at), F/R rey ta. 
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If we consider this series as proceeding from the surface of 
the sphere towards the center, the a’s of the series (a), (a+), 
(a2), (a), (at), (a") will represent a gradually increasing 
value; or, in other words, in the factor of the series described. 
as F/R— (a), Ris very large in relation to F, and thus (a) 
very small, while in the last factor, described as F/R — (a), 
F is very large in relation of R, and thus (a") very large. 

Permit me now to illustrate by a concrete example how in 
different instances, in different activities, a schizophrenic 
patient may occupy different layers in his subjective reality- 
sphere. | 

A patient about the age of forty-five, a case of paranoid 
schizophrenia with occasional catatonic-like excitements, serves 
as the illustration. One day when I entered his room together 
with Dr. P., we found him sitting on the floor in a state of 
ecstasy, preoccupied in worshipping something or somebody, 
talking to himself, and displaying a variety of mannerisms. 
He pays no attention to us; objective reality does not seem to 
exist to him. Undoubtedly, this patient is at the moment re- 
acting to a situation which is entirely imaginative on his part. 
His own fantasy occupies every corner of his mind; he lives in 
a layer of the fused sphere, close to the center, if not in the 
central nucleus itself. His position on the scale would be 
indicated by the formula: F/R — (a"). Some weeks later 
we visit the same patient again. As soon as we enter he kneels 
down in front of Dr. P. and worships him, addressing him as 
Christ. In this instance he reacts towards a subjective reality 
into which fantasy and objective reality are fused. Objective 
reality, Dr. P.’s person, appears in this layer of the sphere, 
but distorted, misinterpreted, due to this fusion. The patient 
occupies an intermediate layer of the sphere, let us say one 
indicated by the formula: F/R = (a®). Now a third instance. 
This patient goes every day to his meals in a normal way; he 
spices his food as you and I; he shows no peculiarities in his 
table manners; he dresses himself every morning, even with 
a certain care ; he washes, goes to the toilet, ete., all in the way 
of a fully healthy person. In all these last activities he reacts 
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as a normal; that is, he occupies in such instances of conduct 
the outer layer of the sphere, where F/R = (a), where things 
mean to him just what they mean to any man. 

This example seems to me to demonstrate how schizophrenic 
patients really live in a reality which is a fusion of imagina- 
tion and objective environment, as apprehended by the normal 
individual; and how he may in different activities occupy any 
layer between the two extremes of his subjective reality- 
sphere. My example also illustrates another general feature 
of the schizophrene, namely, that it is always his most prim- 
itive drives and automatic habits which have their playground 
in the outer layer of the sphere, such as the food-seeking im- 
pulse, the impulse to defecate, urinate, etc., while his more 
developed and complex sentiments seek expression in the 
nucleus of the sphere, in intermediate layers, or in both. I 
beg the reader to keep this latter relation well in mind because 
it is of some significance for the understanding of the rate of 
progress of the dementing process in different cases, a matter 
that I shall return to in a later chapter. 

Many writers have spoken of the development of the sub- 
jective reality-sphere of the schizophrene as the result of 
regression. Regression as an explanatory hypothesis suggests 
a completely passive principle which smacks of Janet’s de- 
cline of psychic tension. To my mind there must be an active 
principle to produce the effects characteristic of the disorder 
and I find the most satisfactory assumption to be that the 
R-function is actively repressed. The neurasthenic period of 
the schizophrene, which so frequently precedes the successful 
completion of the subjective reality-sphere, seems to indicate 
without doubt the presence of a positive struggle in the 
development of the disease. 

There is a feature of this general development that I wish 
to emphasize again although I have already done so in the first 
chapter of this study, namely, that the schizophrenic disorder 
develops independently of a general toxic dissociation of the 
brain with concomitant general disintegration of the mind. 
The schizophrene at the height of his psychosis is a character 
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in the sense of an integrated being, just as the normal man, 
but his character is a-social, unsound, having become in- 
tegrated under purely egotistic master-sentiments, by a per- 
version of mental growth starting in early childhood. The 
alleged lack of integration of the schizophrene which has been 
claimed to be evinced by such symptoms as scattering, cat- 
atonic acts, and so forth, is merely a deceptive illusion. As 
activity in the subjective reality-sphere, these symptom’ man- 
ifestations are probably fully integrated expressions of 
egotistic purposes. 

In order to throw still more light upon the significance of 
the fused subjective reality-sphere of the schizophrene, I shall 
survey again summarily the different types of schizophrene 
patients and try to determine which layers of the sphere they 
may be considered chiefly to occupy. I shall also review the 
characteristics of the important transitory states, the catatonic 
excitement and the catatonic stupor, and investigate what they 
may mean from the aspect of the theory of the subjective 
reality-sphere, as presented here. 

The schizophrene patient of Conduct Type I, the egotistie, 
introspective, and seclusive, seems to occupy only the outer 
layer and the nucleus of the sphere. He is preoceupied by 
his own thoughts, his own fantasy; at the same time he may 
take care of his daily needs, but beyond what is necessary in 
connection with the latter activity he takes no interest in social 
enterprise. He seems to be socially apathetic, seems not to 
involve social environment in his fantasy to any extent. This 
is the only patient who can be said, properly, to carry on 
mental function in logic-tight compartments. 

You may remember that in the paranoid eases there is fre- 
quently an initial transitory period when the patient simulates 
closely the conduct type just described. This initial period 
represents, I believe, a formative phase in the development of 
true paranoid condition. In his thinking the patient is prob- 
ably already occupying intermediate layers of the sphere, 
elaborating, perhaps, the paranoid delusion which later comes 
to overt conduct expression in the same layers of the sphere. 
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Already during the seclusive period he presumably involves 
by rationalization more and more of his actual social environ- 
ment into his delusions, until he reaches a point of disorder 
when he begins to act upon this environment as it appears to 
him after distortion by fantasy. 

Conduct Type IIA, one of the variants of the egotistic, ex- 
troactive, and introspective case, the silly hebephrenic schizo- 
phrene, presents a problem that, from the aspect we are here 
applying, is not quite clear. The mental activity of this type 
of patient in the nucleus of the subjective sphere is probably 
rather weak, just as is the activity in intermediate layers. It 
might even be that the patient scarcely occupies the inter- 
mediate layers at all. The social behavior presented consists 
largely in a coquettish approach to the visitor, in silly child- 
like attempts to attract attention. This may be entirely activ- 
ity in the outer layer and connected in some way with sex- 
desire, or it may be activity in some intermediate layer, and a 
function of some more complex fantasy in which sex-desire 
enters. The observer may oftentimes find it difficult to take a 
definite standpoint as to which of these alternatives is really 
prevalent. 

The second variety of the egotistic, extroactive, and intro- 
spective type, Conduct Type IIB or the extroactive paranoid 
schizophrene, may occupy any layer of the subjective reality- 
sphere. As far as the intermediate layers are concerned, he is 
their inhabitor par excellence, when in his rationalization he 
involves an increasing amount of matter in his delusions— 
hospital nurses, doctors, other patients, and what not. 

I believe we have to assume that during a catatonic excite- 
ment, whatever his enduring reaction may be, our patient 
enters into intermediate layers of the sphere. He acts upon 
his environment but upon his environment as extensively dis- 
torted by fantasy. This, I think, is true both of the major 
ecstasies and of the minor impulsivities. 

The pseudo-stuporous patient presents a very interesting 
problem from the point of view of the subjective reality- 
sphere. 
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There is probably no doubt that this patient dwells ex- 
tensively in the nucleus of the subjective sphere. As long as 
he also displays definitely social activity in his ‘‘noli me 
tangere’’ attitude and in his negativism, both attitudes involv- 
ing effort, he also reacts in relation to social environment. But 
here a question arises: In the case of this patient, is his social 
environment of the order of the outer layer of the sphere or of 
the intermediate; in other words, does he apprehend it objec- 
tively or as fused with and distorted by fantasy? There are 
pseudo-stuporous patients who, after having emerged from the 
stupor, give such retrospective account of their social expe- 
rience during the stuporous condition as to imply that they 
have looked upon it highly objectively, that is, very much in 
the way any normal man would do, and have been fully ori-' 
ented as to the identity of persons and events. This indicates 
that during the stupor objective reality has been experienced 
in the normal manner and not fused and distorted by fantasy. 

This type of pseudo-stuporous patient, however, may not be 
the only one. There may be found another to whom objective 
reality enters the sphere in intermediate layers, distorted by 
fantasy, a patient who while stuporous involves the social en- 
vironment he opposes in his delusions. Bleuler mentions, as 
one of the motives of schizophrenic negativism in general, 
hostility towards the environment. He writes: ‘‘From the 
standpoint of the patients the environment . . . frequently 
appears not only not understandable but directly inimical; at 
best it does not enter into their needs. We inearcerate them in 
an institution, rob them of their personal rights; they do not 
wish to concern themselves about the world, and we wish to 
force them to; they have ideas of grandeur which are not 
recognized ; they wish to love without being able to command 
an object; they are persecuted and find no protection, but 
instead, misunderstanding and refusals. 

‘‘In the institution the physicians and attendants become 
the incarnations of such disappointments, while the other pa- 
tients sympathize with the patient mostly not at all or only 
superficially, and at any rate stimulate the complexes much 
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less than the officers of the institution. The relatives are some- 
times drawn into the complexes, sometimes not. The differ- 
ence in the effect in the negativism towards different persons 
is thus easily comprehended. It is just as intelligible that 
negativism will be called out or increased by opposition from 
outside, but is dispersed through the greatest possible non- 
chalance’’ (Bib. ref. 2, p. 22). 

If these two types of pseudo-stuporous patient really exist, 
the psychological motive of the stuporous attitude would be 
somewhat different in each. Only in the latter to whom the 
social environment appears distorted by delusions of persecu- 
tion or of other forms of imaginary injury, the condition 
would be parallel with assertive sulking. Only if environment 
were involved in the delusions would there be an injury imag- 
ined to be caused by it, an injury towards which the sulking 
or the stupor would be an assertive reaction of disapproval. 
On the other hand in the former type of pseudo-stuporous 
patient, to whom objective reality enters non-distorted in the 
outer layer of the sphere, the attitude of pseudo-stupor would 
probably not be comparable with assertive sulking at all. We 
may conclude that it would be expressive rather of a hyper- 
sensitivity for disturbance from outside, which, in turn, might 
indicate that the patient obtains such a tremendous satisfac- 
tion from his fantasy life that any interruption of the same is 
displeasing. There must be a very powerful motive that 
causes him to maintain this attitude, and the nearest one that 
suggests itself would seem to be that some vital striving of the 
patient is continually attaining high gratification on the imag- 
inative plane or in the nucleus of the subjective sphere, a 
eratification sufficiently intense to exclude the recognition of 
any non-related needs, and to make any disturbance from out- 
side painful. The keen watching of the social environment 
displayed by this type of pseudo-stuporous case would be, 
then, merely the impatient watching for the person present to 
exit. The tenseness and negativism would be hints from the 
patient to the latter that he is not wanted, that he ought to 
vanish and close the door behind him. It might be added as a 
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further description of this case that, if he exists, he belongs 
to the group that leads a ‘‘logic-tight compartment’’ life of 
mental activity, occupying only the nucleus and the outer 
layer of the subjective reality-sphere, but he is the only schi- 
zophrenie case whose more complex sentiments determine 
activity in the outer layer, and thus function there. This 
function, however, is only indirect, being a positive striving 
in reality pure to prevent interference with wish-gratification 
in fantasy pure. 

The establishment of the theory of the fused subjective 
reality-sphere of the schizophrene and the attempt to look 
upon the pseudo-stuporous patient under the aspect of this 
theory has led us to two alternatives in the interpretation of 
his condition. Whether these are both true to facts, or only 
one of them, or neither, is difficult to settle conclusively. It 
may be that the problem of pseudo-stupor has its solution in a 
third alternative that we have not been able to touch upon 
at all. 


CHAPTER VI 


THE DEMENTING PROCESS IN SCHIZOPHRENIA 


The view that the dementing process in schizophrenia is due 
to disuse of mental function is accepted, I believe, by the ma- 
jority of psychiatrists. In fact, this view is borne out by a 
large number of clinical observations. 

First, I should like to mention a phenomenon which is seen 
sometimes in a-typical cases, it 1s true, but which has a very 
definite bearing on the cause and effect relation in the de- 
menting process which represents the fatal finale of the dis- 
order. I have in mind those occasions when definite sets of 
functions deteriorate because they are the very ones which 
have been out of use for long time, while others that are con- 
tinually exercised may remain intact. This situation most 
frequently takes the form of a deterioration of all social func- 
tions while a certain intellectual sagacity in connection with 
non-social activities may remain. In such instances an intel- 
lectual hobby exercised in solitude by the patient accounts for 
the endurance of the intellectual ability. The case of my good 
old friend, the late Captain D., furnishes an excellent illustra- 
tion of the situation I have in mind. 

Captain D. had served with honor in the Civil War. Shortly 
after armistice he began to give voice to paranoid delusions 
involving his family particularly. This resulted in his com- 
mitment to the old McLean Hospital at Sommerville, Mass. 
He was long with us and for years he was the oldest patient 
of the hospital. When he died, he had the endurance record 
as an inmate of the institution, having spent sixty years there. 
When the hospital moved from the riverside of Sommer- 
ville to the oak-shadowed hill at Waverly, he moved with 
it. During his hospitalization he secluded himself from so- 
ciety. Asa result, he deteriorated entirely in his social habits. 
He lost interest in personal cleanliness, neatness of dress, pro- 
priety of table manners, etc., and declined in all these respects. 
For instance, in the course of time all buttons wore off his 
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clothes. Instead of having them properly replaced, he substi- 
tuted them with string or cord so that at the time I knew him 
everything he had on was tied to his body—including his spec- 
tacles. He also adopted during this time the name of Captain 
D., which was not his real one. His real name he did not want 
to hear, probably because it brought back to him the memory ~ 
of his relatives towards whom he held paranoid delusions. If 
you used it in addressing him, you would evoke his anger and 
be driven from his room. In his old age he became a little 
more accessible, that is, he would agree to let you call on him 
occasionally. At such times you would be surprised at the 
adequacy of his memory. He recalled well the old hospital in 
Sommerville and the various superintendents he had seen suc- 
ceed each other in the chair of the directors. 

Once I asked him whether he liked it better in the old or the 
new McLean. He answered that he preferred to be here be- 
cause he had a better room from which to watch the weather 
conditions ; for this old gentleman’s hobby was making meteor- 
ological observations. For years and years he had recorded 
from his window temperature, amount of rain and snow, time 
of sunrise and sunset, and what not, tabulating and express- 
ing his observations in comparative curves and diagrams. He 
had certain crude instruments, some of which were of his own 
invention and manufacture, by which he made these observa- 
tions. He had also invented a new division of the calendar 
year into thirteen months instead of twelve, a division which 
he claimed had advantages. This interest and participation in 
non-social realities kept him intellectually alert until he died 
in spite of his complete deterioration with regard to social con- 
duct. Another hobby also contributed to this effect. He 
was greatly interested in playing chess. During years he had 
been solving all the chess problems of the newspapers and 
magazines that came into his hands. Chess was also the route 
by which you could approach him. Occasionally, he would 
like to play a game with some of the doctors and once in his 
late seventies he defeated my colleague, Dr. P., who was con- 
sidered a very good player. You could also awaken his interest 
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if you asked him to tell about his thirteen months. On such 
occasions he would give a real lecture, but he spoke as if far 
away and to an imaginary audience; he did not seem to care 
if you understood him, nor even whether you listened to him 
attentively or not. He would ramble on just the same to his 
own considerable satisfaction. A bizarre sight, the Captain, at 
such times: a thin, fantastic figure with wavering white 
locks around the bald head, beard a la Falliéres, his clothes 
old and worn and tied together with string. I should not 
wonder if part of his attire were the same in which he had 
once fought manfully under U.S. Grant. He died in his early 
eighties, intellectually alert nearly to the last. We all missed 
him, and cherish his memory. The old captain was a grand 
figure, a great original. I have still in my possession an ex- 
tremely beautifully graded ruler which he used in making 
his diagrams, and which, together with a number of other 
things not considered worth taking away, was left in his room 
by his relatives. 

No comments are needed on this case. Its bearing on the 

eneple that the dementia is the result of a lack of exercise 
of function is obvious. 

Another type of case bears indirectly on the same point in a 
certain measure. It is again an a-typical kind of ease, but I 
can well recall one instance. Here we have evinced the fact 
that very strongly established social habits may be retained, 
simply because of the vigor of their original construction, even 
when a patient has reached a stage of profound intellectual 
loss. Now in her late fifties, Miss H. has been an inmate 
of McLean Hospital for some decades. She is a woman be- 
longing to a highly cultured, New England family and has 
been unusually strictly brought up as far as conventional 
social form is concerned. The strict social manners in which 
she was trained from childhood are still retained by Miss 
H. In spite of considerable dementia in all other fields, she is 
the perfect lady on the few occasions when she can receive. 
Most of her waking life she is in a state of mild catatonic 
eestasy with hallucinosis. 
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But the theory that the dementing process is caused by dis- 
use of function is borne out in a more general way by clinical 
experience, and for the sake of demonstrating this matter, 
we may use again my concept of the subjective reality-sphere 
of the schizophrene. 

The reader may remember that if we proceed along a radius 
of this sphere from the surface to the center, we penetrate suc- 
cessively layers in which objective reality, or reality as appre- 
hended by the normal man, becomes increasingly infused with 
fantasy until, around the center of the sphere, we reach a part 
consisting of fantasy pure. 

With this in mind, let us consider another matter that pre- 
sents also a gradual modification as we pass along the radius 
of the sphere. I refer to the actual effort involved in activity 
in the various layers of the latter. Suppose we are possessed 
by a very ardent desire. It may be one that is highly difficult 
to satisfy in real life. However difficult it may be to attain 
real satisfaction, it is always very easy to imagine it as being 
satisfied. But to the normal man the imagined satisfaction is 
no true one and yields him not even approximate contentment, 
because to him reality and fantasy are discriminated. To the 
schizophrene, on the other hand, the imagined satisfaction is 
equivalent to true satisfaction; it is subjectively true satisfac- 
tion, for he is aware of no difference between dream and actual 
event. While the normal man exerts effort to obtain his wish, 
struggles in an objective world which continually offers him 
resistance which he has to break down or overcome in order to 
reach his goal, the schizophrene merely imagines, moulds with- 
out effort his subjectively real world in order to fit his desire. 
In the center of the subjective sphere, accordingly, the schizo- 
phrene dwells in a resistance-free magic land which yields him 
unlimited satisfaction without struggle, because this is the 
way he himself has made it. This represents the state of 
affairs when he occupies the nucleus of the sphere. 

Let us now assume that the schizophrene moves his abode 
into intermediate layers. Immediately the enviable state of 
complete comfort changes. Even if he distorts extensively 
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and re-moulds objective reality in order to harmonize it with 
his wishes, the very fact that objective reality enters into his 
realm of interest and is acted upon, introduces resistance, and 
in these layers he can no longer satisfy his desires entirely 
without effort; he is bound to experience on some occasions 
friction with and impact from this reality. If, for instance, a 
patient, because he is deluded with reference to a certain fel- 
low-man, attacks the latter, he may be attacked in return and 
he may have to exert a considerable effort in order to defend 
himself. This may be taken both in the bodily and the spirit- 
ual sense. Attack on him, for example, may consist in counter- 
~ arguments against his delusions, and he might have to use a 
certain measure of sagacity in order to produce rationaliza- 
tions that take the edge off suggestions incompatible with his 
system of false beliefs. Finally, the less the schizophrene 
distorts reality, fuses it with fantasy, that is, the nearer he 
approaches the outer layer of the sphere, the stronger will be 
the resistance offered against the fulfilment of his wish, nota 
bene if the wish remains constant. If at last he should reach 
the surface layer of the sphere, he is on equal terms as far as 
outward condition goes with the normal man in the struggle 
for wish-fulfilment. While in the center of the sphere he may 
be able to remove mountains, in the surface layer he might 
not be able to lift his own weight. 

To summarize: If F/R, that is proportion of fantasy as 
compared with objective reality, increases in the fusion, the 
effort involved in activity in the corresponding layer of the 
sphere decreases. 

If the above statement is true in its general formulation, 
and if it is also true that the dementing process of the schizo- 
phrene is the result of the lack of exercise of mental function, 
we would expect that the more prominently a patient occupies 
the center of the sphere where wish-fulfilment is easy and free 
from effort, and the less he occupies the intermediate layer 
where he is liable to have to face obstacles on a variety of 
occasions, the more rapidly would he dement. And this is 
exactly what clinical experience shows. 
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In order to demonstrate this correlation, we may again 
survey the different conduct types of schizophrene partly from 
the aspect of their essential abode in the subjective reality 
sphere and partly from the aspect of the rate of their dete- 
rioration as revealed by clinical observation and general psy- 
chiatric experience. We should also consider the catatonic 
episodes from the same aspect: from the point of view of what 
they represent with regard to location in the sphere on the 
one hand, and from the point of view of their significance 
for the rate of dementia as clinically determined on the other. 

We should first notice that all types of schizophrenia occupy 
the outer layer of the sphere on some occasions. But they 
occupy it merely in their most primitive activities, those which 
are connected with the satisfaction of their bodily needs. Un- 
fortunately, these activities involve mostly no effort on the 
part of the patient because, as soon as he is recognized as sick, 
these activities are cared for by others, either at home or in 
the hospital to which he is committed. He has merely to chew 
and to swallow his food, to move his bowels when the pan is 
brought to him, to hold his hands in the wash bowl while they 
are soaped and rubbed by the nurse, and so forth. And even 
if he should not be sufficiently indolent to have to be helped 
in the latter two respects, the activity that might involve more 
severe difficulty and effort, namely, the providing for food, 
he escapes through the care of others. If a schizophrene were 
bound to find his own bread, he would probably choose as 
his means some of the more easy criminal ways. Even so, he 
would probably dement less rapidly. Many of the minor 
offenders against criminal law have proved under examination 
to be schizophrenes of a simple type. 

It is thus the abode of the patient in the subjective reality- 
sphere, aside from this effort-free occupation of the outer 
layer, that we have to seek and determine as significant for 
the dementia. 

Conduct Type I occupies only the nucleus of the sphere ex- 
cept for the moments when he is driven into the outer layer 
by his primary needs. He is the patient who, when he does 
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not sleep or eat, merely dreams, day in and day out, indolently 
reclined in as comfortable fashion as possible, apparently in- 
different to everything going on around him. He is the type 
of schizophrene who dements most rapidly according to gen- 
eral psychiatric experience. 

Next comes the silly hebephrenic type, Conduct Type IITA. 
.The young woman of this type probably effects rather weak 
mental activity as a whole. She undoubtedly occupies most 
enduringly the nucleus of the subjective reality-sphere. There 
is a probability that she also occupies intermediate layers, in 
that she works into her delusions in a vague and non-system- 
atized manner her actual social environment, but her overt: 
reaction to such delusions is of a very meager and insignificant; 
order. Her endeavour is essentially effort-free and, accord- 
ingly, she dements rapidly. 

Conduct Type I, the rapidly dementing, if he presents fre- 
quent catatonic episodes, not only dements more slowly than 
the same type which does not show such episodes, but also 
dements more slowly than Conduct Type IIA, the silly hebe- 
phrenic type. This we may assume to be due to the fact that 
each time he is thrown into a catatonic ecstasy, he enters 
temporarily intermediate layers of the sphere and acts inten- 
sively upon his social environment as distorted by and fused 
with fantasy. The same is probably true when he goes into a 
catatonic stupor, although this statement requires a comment. 
to be fully understandable. 

You may remember that the analysis of the pseudo-stupor- 
ous condition from the aspect of the theory of the subjective 
reality-sphere led us to infer two possible interpretations of 
this most enigmatic state. 

One of these interpretations was that the patient maintains: 
delusions concerning his social environment and that his pe- 
culiar negativistic reaction is an anti-social demonstration of 
his dissatisfaction with imagined injuries inflicted upon him 
by the latter. In such cases the pseudo-stuporous condition 
would be akin to the attitude of assertive sulking of the 
normal. It would represent an activity in the intermediate 
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layers of the subjective reality-sphere and would involve, 
accordingly, a measure of exercise of mental function, this 
exercise explaining why, even after years of pseudo-stupor, a 
patient may emerge from his condition without being notice- 
ably demented. | 

The second alternative of interpretation of pseudo-stupor 
was that the patient apprehended his social environment as a 
matter of the outer layer of the sphere, in other words, that 
he did not distort it by delusions. In such instance the neg- 
ativistic attitude would be merely a reaction against dis- 
turbance, from the side of society, of the continuity of a 
powerfully satisfying dream. If cases of that type exist, they 
lead a logic-tight compartment life of mental activity, oc- 
ecupying, like Conduct Type I, only the outer layer “and the 
center of the sphere; but they would be the only type of 
schizophrene whose more complex sentiments determine activ- 
ity in the outer layer, and accordingly function there. This 
function, however, is only indirect, being a positive striving 
in reality pure to prevent interference with wish-gratification 
in fantasy pure. All schizophrenes occupying in their activity 
only the nucleus and the other layer of the sphere dement 
rapidly with the exception of this hypothetical type of pseudo- 
stuporous case. May the retention of his mental capacities be 
due to the fact that he exercises his more complex sentiments, 
although it is true only indirectly, in the outer layer? It is 
Suggestive to answer this question in the affirmative. 

In this connection it should also be mentioned that remis- 
sions in schizophrenia, on the rare occasions when they occur, 
practically always occur in the psychiatrist’s catatonic group. 

The paranoid schizophrene of Conduct Type IIB is the one > 
who occupies par excellence the intermediate layers of the 
sphere as has already been pointed out sufficiently in earlier 
chapters. He is also clinically the type of case who dements 
most slowly ; in fact, sometimes he may live until old age with- 
out showing any marked signs of deterioration. 

Although the principle of the cause and effect relation in 
reference to the dementia of the schizophrene which has been 
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discussed here may seem highly plausible, we cannot leave 
entirely without discussion the alternative theory. It may be 
that the dementia is the primary manifestation of the disorder 
and that the degree of deterioration determines the reaction 
type of the patient. Thus, perhaps a rather demented patient 
is liable to develop a ‘‘logic-tight compartment’’ mode of 
mental activity in the nucleus and the outer layer of the sub- 
jective sphere, while a less demented patient is more liable to 
rationalize objective reality in accordance with fantasy and, 
consequently, to occupy the intermediate layers. A view of 
that kind would be strongly supported by a toxic or hormonic 
theory of the disorder if such theory should be proved in the 
future. It is difficult to conceive of a toxin or a hypofunction 
of a hormon as producing the specific disease symptoms of the 
schizophrene while they possibly may be conceived as effecting 
a generally demented state. 

My own conviction is unequivocally that the dementing 

process is the result of the lack of exercise of function and is 
accessory to the typical delusion formation and subsequent 
activity which has been described in this chapter. 
_-To depict the state of dementia is hardly needed. The 
‘patient in a deeply demented condition is merely a bulk of 
metabolizing living tissue. Yet this is not quite true, for even 
in the most demented patient you can evoke a purposive 
affective response of anger by thwarting him in some of his 
purely vegetative endeavours. If you take his food away from 
him, he may strike in rage, just as the dog may bite if you 
carry off his bone. I suppose also, although I have never tried 
the experiment, that, if you constrict his wind-pipe, he will 
fight for breath. But only such reactions of the simplest type 
can be elicited in the demented individual. 

It should be called to the attention particularly of those 
who, like most psychiatrists, take an intellectualistic view of 
dementia, that dementia, properly understood, means essen- 
tially an abatement of urge, even if the reflection of such 
abatement may be most noticeable as a deterioration of intel- 
lectual function. To acknowledge this is of some importance 
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because it throws light upon a phenomenon that has often been 
deplorably misapprehended by the psychiatrist. 

It happens sometimes that a paranoid schizophrene who, 
during a long period of hospitalization, has been dangerous to: 
his fellow-men because he reacted with violence to his delu- 
sions, may discontinue gradually such reaction. On such oc- 
casions the psychiatrist will be inclined to feel that the patient 
is improving; sometimes he may even speak of the patient as 
having a remission. It even happens that a patient of this. 
kind may be discharged from the hospital as improved and 
may return to live in his family circle. The superficially seen. 
better conduct of the patient implies, however, neither real 
improvement nor remission; it implies quite contrarily that 
the dementia or abatement of urge has reached a stage when 
the patient is too deteriorated conatively to care to continue 
overt reaction to his delusions. This results in an apparent 
resignation on his side. If you inquire into his mental state, 
you will find that he still maintains with equal conviction 
systematized delusions but he does not act upon them any 
longer and he talks about them only if, so to speak, you cheat 
him into doing it. 

Mr. Max, the musician, has reached this stage of apparent. 
resignation. He lives at present with his mother at her home 
in the city of * * *. One of my former assistants happened 
to meet him one day on the street and conversed with him. 
After a few minutes he was led to tell about his mission, his 
celestial origin, his eminent powers, and the persecution of 
which he was a victim. In other words, he was still just as in- 
flated with false beliefs as ever, but he had ceased to react 
upon them because the progress of his dementia had reached. 
a level when no urge compelled him to maladjusted conduct. “ 


CHAPTER VII 


CONSTITUTIONAL F'actors IN SCHIZOPHRENIA 


I have mentioned in a previous chapter how, many years 
ago, I devised a scheme of personality analysis consisting of 
six human traits, three of which, extrospectiveness, extro- 
activeness, and altruism, I called altrocentric, and the re- 
maining three, introspectiveness, seclusiveness, and egotism, 
egocentric. 

This scheme was applied to the analysis of the psychotic 
character of the schizophrene, the application resulting in 
the establishment of the three conduct types described earlier 
in this study. But the scheme was applied also to the anal- 
ysis of the pre-psychotic personality of the diseased, and it 
was found that just as the only common feature of the patients 
during sickness is the outstanding egotism, this same trait is 
most strikingly common to them before the psychosis. I am 
convinced that the truth of the latter statement is sufficiently 
evident to every student of schizophrenia as to raise no objec- 
tion. The same may not be the case when I proclaim that, 
time after time, I found patients who showed no marked se- 
clusiveness pre-psychotically, although introversion or seclu- 
siveness is held by most textbooks of psychiatry to be a prom- 
inent characteristic in the make-up of the schizophrene. It is 
true that frequently the onset of the psychosis was marked 
by a tendency towards seclusiveness, but previous to the be- 
ginning of the disorder many patients may have been def- 
initely extroactive. Thus, the seclusiveness seemed to be rather 
one of the reactions of the disease than a manifestation of con- 
stitutional introversion. Naturally, I found also instances of 
patients in whom seclusiveness seemed to have been an out- 
standing characteristic all through life, but the number of 
exceptions from that rule was sufficient to throw doubt upon 
the traditional theory that the schizophrene is always of the 
withdrawing, seclusive type of personality. Concerning pre- 
psychotically extroactive patients, it was rather character- 


[ 91] 


92 DvuKE UNIVERSITY PsycHOLOGICAL MONOGRAPHS 


istic that they were leaders or attempted to become leaders in 
their social activity, this to my mind revealing their egotistic 
trend. In my article of 1926 I quote two cases of such extro- 
active individuals who later developed schizophrenia (Bib. 
ref. 9). 

Egotism is, I-repeat, the common and obvious feature of the 
schizophrene previous to and throughout his psychosis. In 
practically all cases where I could obtain a good early history, 
it was evident that the egotistic trait manifested itself in 
childhood, we may even say from the very beginning of the 
child’s display of social conduct. This led me to assume that 
egotism has a constitutional basis and impelled me to propound 
my theory of the E-disposition. I have commented sufficiently 
upon the nature of the E-disposition in various former articles 
and I shall state here only briefly my definition of this trait 
and make a few general remarks as to its significance (Bib. 
ref. 9; 10; 14; 15, p. 22). 

The E-disposition is one in which by birth the pro- 
tective instinct is weak or absent and the submissive in- 
stinctive impulse is also of undue weakness. E-disposition 
prohibits proper social adjustment by means of the process 
of sublimation and leaves to the individual merely the less 
efficient route of adjustment by repression. I have suggested, 
on the ground of the early appearance of enhanced egotism in 
nearly all patients who later developed schizophrenia, that the 
E-disposition ts one of the constitutional factors predisposing 
this disorder. 

Those who have read my monograph on The Mantc-Depres- 
swe Psychosis know that I consider the same disposition to be 
also one of the constitutional pre-determinants of the latter 
disorder (Bib. ref. 15, p. 83). There is a difference, however, 
between the two psychoses with regard to the manifestations 
of the E-disposition. In the manic-depressive patient there 
is frequently little or no reflection of egotism in the pre- 
psychotic individual. The E-disposition of these patients is 
inferred from the fact that egotism is very typical during the 
psychotic period, whether the disorder takes the form of a 
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manic excitement or of a depression. As the psychosis is the 
result of a generally disintegrative process which does not 
create traits but merely releases those that have been con- 
trolled during normal health, this inference is by no means 
illogical. Professor Eugene Bleuler, who has kindly com- 
mented upon my work on the manic-depressive psychosis in a 
private letter, has not fully understood this situation. He 
points out to me that egotism, according to his observation, 
is not characteristic of the pre-psychotic patient and he seems 
to think that this is definite evidence against the significance 
I have alleged to the E-disposition with reference to the 
manic-depressive disorder. I hold up against Bleuler the 
argument just brought forth. 

A psychological monograph on egotism as a human charac- 
teristic has not been written as yet in spite of the urgent need 
for a descriptive analysis of all the various ramifications of 
this trait. The very crude manifestations of egotism are 
easily recognizable, but the more subtle ones are not, and there 
are innumerable accessory reactions of this trait that are 
not understood, popularly, to be superimposed on profound 
selfishness. 

Broadly speaking, there are two main reaction-forms of 
egotism, one passive and one active, but aside from these there 
are many individual reactions that may not be classed easily 
as one or the other. 

The positive, active reaction-form consists in continual and 
exaggerated search for gratification of the self; the negative, 
passive in a careful and exaggerated avoidance of self-injury. 
The former may express itself in many different ways, such 
as social self-display, indulgence in all kinds of pleasurable 
acquisitions, or in other positive activity aiming at a satis- 
faction of selfish wishes. The tendency to avoid self-injury 
shows itself in extreme painstaking to escape from any rela- 
tion which might be uncomfortable to the individual. This is 
often expressed in the well-known ‘‘I do not care’’ attitude as 
displayed by people who think primarily of their own com- 
fort, who abstain from their duties as members of their group, 
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because they will not suffer the burdens of the normal social 
man. Pain, in some degree, is an unavoidable accompaniment 
of social interrelation between individuals of a group, and it 
is a necessary factor in the development of moral character. 
As such it is accepted and suffered patiently by the man who 
acts upon altruistic ideals, that is, by the strongly sympa- 
thetic man, but it is carefully avoided by the egotist to whom 
the self is the predominating unconditioned value. It should 
be clearly understood that the exaggerated tendency of the 
egotist to avoid pain is by no means equivalent to a tendency 
to submit to the resistance of others. Submission involves a 
social relation which is always painful to the egotist, because 
the act of yielding will always conflict with the master trend 
of his egotistically colored self-regard, while the tendency to 
avoid pain involves a negation of any relations, social or 
otherwise, that are painful to the self, including the relation 
of submission. 

It is obvious that the two modes of expression of the egotis- 
tic personality trait do not correspond to a clean-cut type of 
egotist. Any egotist presents the two modes of expression 
although with varying predominance of one or the other. It 
seems to be a fair interpretation to assume that the strength 
of the urge of an individual to some extent determines the 
proportion in which the two modes of expression play a role 
in his conduct. The positive seeking for self-gratification ap- 
pears to be indicative of a stronger urge than the plain neg- 
ative avoidance of self-injury. Thus, we may perhaps be 
right in setting forth that the egotist with a strong urge— 
the strength of the urge probably being constitutionally deter- 
mined and a factor of temper—is liable to present more of 
the positive expression of egotism, while the one with a weak 
urge is lable to show more of its negative or passive expres- 
sion. Along a scale of different strengths of urge we would 
_ then be able to plot the different types of egotists. At the 
upper end we would place the energetically positive type; at . 
the lower end, the idle, indifferent type. It seems as if the 
strength of urge is more important in the respect we are dis- 
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ecussing than the level of innate intelligence. You can find 
on any height of intelligence all the varieties of expression of 
egotism from the positive to the negative, perhaps with the 
exception that very high intelligence is liable to exclude the 
very extremes of each type. 

Egotism has its Nemesis even when it does not bring about 
mental disease. The egotist although he wishes self-gratifica- 
tion above everything is handicapped in many ways in his 
endeavour to attain it by his egotistic trait. IJ shall call atten- 
tion here to a few difficulties common to egotists which are 
partly a function of another constituent of their personality 
make-up that is frequently conjoined with selfishness; I refer 
to introspective inclination. If the egotist is introspective, 
he is liable to be handicapped in several respects, all related 
to the exaggerated tendency to be self-conscious that natur- 
_ ally accompanies introspective inclination. The over-consid- 
ering of himself causes his social expression to lose grace, 
makes it appear awkward, affected, and theatrical. He gives 
too much consideration to each phase of his activity instead 
of holding prominent in his mind primarily the goal-idea; 
and this is bound to introduce into his conduct undue and 
oftentimes misplaced deliberation which deprives his assertive 
endeavours of freedom and natural ease. The over-consider- 
ing of himself also makes the egotist overestimate and mag- 
nify any event which in the least degree is injurious to his 
self-feeling, makes him develop a hypersensitivity to rebuff 
that will become a source of permanent dissatisfaction to him. 
Finally, it may make him abnormally overconscientious in 
his own duties and activities which increases his subjective 
difficulty in getting along professionally or otherwise. The 
divine and healthy capacity of laissez farre is foreign to him 
and as a consequence he suffers hundreds of small annoyances, 
hundreds of vaguely morbid reactions, all due to the egocen- 
tric flow of his associations which gives every incident, even 
the most insignificant one, a personal reference and thus a 
disproportionate magnitude. 

Henrik Ibsen has written what may be ealled the tragi- 
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comedy of egotism in his masterful play The Wild Duck. He 
contrasts here two types of egotists In Hialmar Ekdal and 
Gregers Werle. 1 

Hialmar Ekdal is the born escape artist who for the sake 
of his own comfort carefully recoils from all difficulties, ac- 
cepts without hesitancy and consideration the sacrifices of 
others, more especially the sacrifices of his wife and daughter, 
defending his indolence by the dream of the ‘‘invention’’ 
which is no invention. He derives satisfaction through self- 
pity even from the shame that clings to his family (his fa- 
ther’s confinement to prison for criminal offence) and when 
finally real disaster arrives we know that soon he will make 
even the latter a source of sentimental self-enhancement. I 
quote two characteristic repliques from the play, one being 
Hialmar Ekdal’s plea to Gregers Werle, the other the verdict 
of Dr. Relling concerning Ekdal in his final dialogue with 
the same Werle. 

Hialmar. Now, my dear Gregers, pray do not go on about disease and_ 
poison; I am not used to that sort of talk. In my house nobody ever 
speaks to me about unpleasant things. 


* * * * % * 


Kelling. Before a year is over, little Hedvig will be nothing to him 
(Hialmar) but a pretty theme for declamation. 

Gregers. How dare you say that of Hialmar Ekdal? 

Kelling. We will talk of this again, when the grass has first withered 
on her grave. Then you’ll hear him spouting about ‘‘the child too early 
torn from her father’s heart’’; then you’ll see him steep himself in a 
syrup of sentiment and self-admiration and self-pity. Just you wait!1 


Ekdal’s type has appeal to certain women who find him 
‘‘charmingly weak.’’ This is very extraordinary as an ex- 
pression of one of the singular paradoxes of human nature 
with reference to the difference between masculine and fem- 
inine feeling. The selfish weakling, Ekdal, who is profoundly 
contemptible to any healthy man, evokes in many women, in 
spite of his worthlessness, this peculiarly feminine tender im- 
pulse, this desire to protect, cherish, and sacrifice, a trait of 


*The Plays of Henrik Ibsen (Norwegian State Publications, Oslo, 
American Agency at Washington, D. C., 1930). 
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femininity which is represented in Ibsen’s play by the char- 
acters of Gina, the wife, and Hedvig, the daughter. 

Gregers Werle, in many ways the contrast of Hialmar, is as 
much of an egotist as the latter. Gregers with his hyper-con- 
scientious conscience is possessed by a self-overevaluation that 
is monstrous. It urges him, in his response to ‘‘the claim of 
the ideal,’’ to interfere without judgment in affairs that he 
does not take the care to analyze. He wishes to lay straight 
the domestic relation in the Ekdal home and promotes instead 
its destruction. He suggests to Hedvig the great sacrifice 
which results in her death by her own hand. Some people con- 
sider Werle a tragic figure. This is to my mind a mistake. 
The tragic character is powerful and sublime; Gregers in his 
narrow petty consideration is hardly even pathetic. Never- 
theless, I can vaguely surmise the giant contour of a truly 
tragic hero, born of profound egotism; but his epos is as yet 
not written. 

It is very important to be able to diagnose egotism in young 
children because such diagnosis with subsequent corrective 
measures may prevent much developmental mal-formation and 
. may even be prophylactic with regard to the schizophrenic 
disorder. Prevention here must be made early, as early as 
possible. When a patient has progressed far enough in the 
disorder to be committed to a hospital, attempts at correction 
are futile. What, at that stage, has been moulded already 
into unsound character can no longer be re-moulded. This, 
although it is a pessimistic view, is sufficiently verified by 
clinical experience. 

The ramifications of egotism in the child are legion; here I 
ean only point out some of the more characteristic ones which 
I have actually known to be prevalent in young boys and girls 
who later developed schizophrenia. 

First, here’ are some instances that belong to the positive 
conduct form of egotism. | : 

Tantrums subserving wish-gratification are very common 
and, owing to the fact that the patient is unable to sublimate 
them, they are apt to recur with increasing frequency. Ob- 
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stinacy of opinion or stubbornness in other respects is equally 
common, just as is the inclination to sulk. In accordance 
with my previous interpretation of sulking as a positive, anti- 
social reaction, I class it with the positive conduct types of 
egotism. Perhaps less frequent, although often seen, are 
peculiar eccentricities of opinion which may be maintained 
very stubbornly. Eccentricity of aspiration is also character- 
istic. When sometime ago a young boy of eight was described 
to me as having the sole desire of becoming a stage dancer, 
I felt very strongly that here was a case of a potential schiz- 
ophrene. Desire for leadership in social activity is typical in 
the positive group. Frequently this desire urges the egotistic 
child to seek as associates those who are younger than himself 
and whom he can more easily control and dominate by the 
authority of age. 

Among the negative expressions of egotism in childhood I 
would mention as especially typical the following: withdrawal 
in order to avoid social friction, a special form being flight 
into pretended sickness; laziness expressive of the attempt to 
avoid effort, and, in some cases, peculiarly enough, the oppo- 
site of laziness, namely, exaggerated industriousness subserv- 
ing the avoidance of the group. An example of the latter is 
the child who stays in, studying, during the ten minutes’ rest 
in order to escape from the boisterous group-life on the play- 
ground. Another typical reaction-form akin to the ones men- 
tioned is displayed by the child who spends the rest minutes 
in the toilet in order to escape the painful company of his 
mates. 

These are only a few of the anomalous inclinations of child- 
hood, diagnostic of possible schizophrenic development. It is 
desirable that some investigator should make a more complete 
list, for, a list of that kind would help to call to the attention 
of parents and teachers the grave tendencies to be noticed 
and rectified in the child, the tendencies that might be indic- 
ative of the going astray of normal, healthy character- 
formation. . 

In view of the existence of the two opposite reaction-forms 
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of egotism, the positive and the negative, an interesting prob- 
lem arises: Is there any correlation between pre-psychotic 
reaction-form of egotism on the one hand, and psychotic con- 
duct type on the other? It is suggestive to think that the ergetic, 
positive reaction-form of egotism as displayed in pre-psychotic 
life would be likely to lead to the more ergetic, psychotic 
conduct type of the schizophrene who occupies predominantly 
intermediate layers of the subjective reality-sphere; in other 
words, it would be prone to lead to paranoid schizophrenia 
(Conduct Type IIB). On the other hand, the negative reac- 
tion-form of egotism would be more likely to turn into the 
types of schizophrene who occupy more enduringly merely 
the nucleus of the subjective sphere, the two hebephrenic 
types, Conduct Type I and IIA. This, however, is a problem 
for statistical investigation. 

It has been held by psychiatrists, and is still held by many, 

that the paranoid schizophrene is usually more intelligent 
- natively than the hebephrenic. This view has not been sub- 
stantiated by statistical study, however. It is interesting in 
the same connection to recall that the positive and negative 
reaction-form of egotism is apparently non-related to the in- 
tellectual level of an individual (Bib. ref. 1). 
_ We have seen from the discussion in this chapter that 
E-disposition is a common constitutional factor both to the 
manic-depressive psychosis and to schizophrenia. What, then, 
determines the development of the egotist in one or the other 
of these two directions towards one or the other of these psy- 
choses, and, we may add, how are we to account for the fact 
that only a minor number of egotists develop psychosis at all? 
Is this merely a matter of the psycho-genic experience of the 
individual or are there other non-psychogenic agents, either 
constitutional or not, which contribute to the production and 
selection of psychosis? 

With regard to the manic-depressive disorder we know that 
there is involved a toxic factor of the utmost significance; a 
toxic factor that produces the very state of general disintegra- 
tion of personality which plays an essential réle in the etiology 
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of the disease. We know, also, with regard to the same dis- 
order, that we have been forced to assume a second constitu- 
tional predisposing agent, namely, the cycloid trait. With 
this in view we may ask the question: Will an egotist who 
merely lacks the cycloid constitutional trait and who does not 
become afflicted with the manic-depressive toxemia, if environ- 
mental circumstances are adverse, develop the schizophrenic 
disorder? The adherent of the extreme environmental school 
of psychology probably would answer this inquiry in the 
affirmative. I cannot agree with this view. I follow instead 
that of those men who have felt the need of assuming a second 
constitutional factor in schizophrenia, men like Kraepelin, 
Bleuler, Kretschmer, McDougall, and others. This leads di- 
rectly to the ‘‘royal riddle of the schizoid.’’ 

The concept of a eycloid and a schizoid constitutional trait 
has become prominent especially through the investigation 
and writing of Professor Ernst Kretschmer. Particular 
weight has been given to his hypothesis by the fact that he 
found the two constitutional traits to be prevalent respectively 
in very specific physical types of individuals. This, accord- 
ing to Kretschmer’s theory, is to be explained by the assump- 
tion of a third entity of chemical nature which is ultimately 
the constitutional agent. This chemical factor determines, on 
the one hand, the physical and, on the other hand, the mental 
development of an individual (Bib. ref. 8). It would be a 
misunderstanding of Kretschmer to formulate his proposition 
as ‘‘a man is happy and cheerful because he is fat,’’ or ‘‘a 
man is fat because he is happy and cheerful.’’ The correct 
formulation would be ‘‘a man is happy and cheerful and fat 
because of a certain chemical characteristic of his fluids which 
determines basicly all the three characteristics. ’’ 

Of chief interest to us is the psychological description of 
Kretschmer’s cycloid and schizoid types, especially the char- 
acteristics of the latter. Since the psychological description 
will be most vivid, however, if it contrasts the two types, I 
shall begin by quoting Kretschmer’s own words as to the 
eharacteristics of the cycloid temperament. 
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‘*Tn their complex attitudes and reactions to environment,’’ 
writes Kretschmer,’’ the cyclothymics are in the main men 
with a tendency to throw themselves into the world about 
them, and the present, of open, sociable, spirited, kind- 
hearted, and ‘naturally-immediate’ natures, whether they 
seem at one time more jolly, or at another cautious, com- 
fortable, and melancholic. There emerges from them, among 
others, the everyday type of energetic practical man, and the 
sensual enjoyer of life. Among the more gifted members of 
the class, we find the broad expansive realists, and the good- 
natured, hearty humorists when we come to artistic style; the 
types of observant, describing, and fingering empiricist, and 
the man who wants to popularize science for the laity, when 
we come to scientific mode of thought; and in practical life 
the well-meaning, understanding conciliator, the energetic or- 
ganizer on a large scale, and the tough, strong-minded whole- 
hogger’’ (Bib. ref. 8, p. 260). 

And here follows Kretschmer’s description of the schizoid 
temperament : 

_ “The attitude towards life of the schizoid temperament, on , 

the other hand, has a tendency to autism, to a life inside one- / 
self, to the construction of a narrowly-defined individual zone, 
of an inner world of dreams and principles which is set up 
against things as they really are, of an acute opposition of ‘I’ 
and ‘the world,’ a tendency to an indifferent or sensitive with- 
drawal from the mass of one’s fellow-men, or a cold flitting 
about among them without regard to them and without rap- 
port with them. } Among them we find, in the first place, an 
enormous number of defective types, or sulky eccentrics, 
egoists, unstable idlers, and criminals; among the socially 
valuable types we find the sensitive enthusiast, the world- 
hostile idealist, the simultaneously tender and cold, formal 
aristocrat. /In art and poetry we find them as stylistically 
pure formal artists and classicists, as romanticists flying the 
world, and sentimental idyllics, as tragic pathetics and so 
on to the extremes of expressionism and tendentious natural- 
ism, and finally as witty ironists and sarcastics. In their 
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scientific method of thought we find a preference for academic 
formalism or philosophical reflexion, for mystical metaphysics, 
and exact schematism. And, lastly, of the types which are 
suitable for active life, the schizothymes seem to produce in 
particular the tenacious energetics, the inflexible devotees of 
principle and logic, the masterful natures, the heroic moral- 
ists, the pure idealists, the fanatics and despots, and the diplo- 
matic, supple, cold calculators’’ (Bib. ref. 8, p. 260). 

These two extracts from the last chapter of Kretschmer’s 
work, Physique and Character, are meant by their author to 
summarize the mental characteristics of the cycloid and the 
schizoid temperament respectively. As summary, they give a 
rather confused impression being merely an enumeration of a 
set of non-organized examples of conduct-trends belonging to 
the two types of temperament, most superficially coordinated 
by professional and other references without emphasis upon 
what is or is not important, and without implication as to 
what is fundamental or what is accessory or superimposed. 

If we scrutinize these descriptions of Kretschmer, beginning 
with the description of the schizoid temperament, we shall 
find that more than half of the characteristics mentioned can 
be understood as modes of reaction superimposed upon fun- 
damental egotism. I shall point out specifically a few of these, 
and I believe that without comments on my part, the reader 
will understand their derivation from egotism, this derivation 
being in the majority of instances very obvious, in others 
easily comprehensible on the background of my preceding gen- 
eral discussion of the reaction-modes of egotism. I choose as 
particularly illustrative of my proposition the following: 
tendency to autism and a life inside one-self, tendency to as- 
sume an acute opposition between I and the world, tendency 
to an indifferent or sensitive withdrawal from the mass of 
one’s fellow-men, tendency to be without regard for and with- 
out rapport with one’s fellow-men, tendency to be a sulky, 
eccentric egoist, tendency to be an unstable liar, tendency to 
be formal, tendency to be witty, ironical, and sarcastic, tend- 
ency to fanaticism, tendency to despotism, and tendency to: 
cold, diplomatic calculation. 
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The validity of my suggestion that a large part of the char- 
acteristics of the schizoid, as given by Kretschmer, are acces- 
sory manifestations of egotism is indirectly supported by the 
fact that the earmarks of the opposite temperament, the cy- 
cloid, are largely explainable as reaction-tendencies which are 
superimposed upon the more fundamental trait of altruism or 
sympathy, the trait that is diametrically opposite to egotism. 
This is irrefutably true of the following cycloid conduct- 
tendencies: the tendency to throw oneself into the world 
around one, the open, sociable, and kind-hearted tendency, 
the tendency to be a good-natured, hearty humorist, the 
tendency to be an observant, describing empiricist, the tend- 
ency to be well-meaning in practical life, and the tendency to 
be an understanding conciliator. 

The reader may comprehend easily that, since I had found 
by my own route of investigation the significance for the 
schizophrenic disorder of the E-disposition and, furthermore, 
since the alleged schizoid trait as described by Kretschmer 
possesses so much in common with the E-disposition, the im- 
portance of Kretschmer’s concept became greatly reduced. In 
fact, I admit that I have had no practical use for it in the 
interpretation of the psychosis in question, this being true in 
spite of the robe of eminence in which it has become shrouded 
by the prominent psychiatrist’s endeavour to correlate it with 
physical types. I shall apologize for the above disrespectful 
statement if my future study should force me to fall back 
again upon Kretschmer’s schizoid temperament. 

A comment is in place here, as to my position with regard 
to the concept of the cycloid trait. I have adopted the term 
eycloid because it implies directly the simple meaning for 
which I need a word. But my concept of the cycloid by no 
means corresponds with Kretschmer’s. The cycloid trait has 
to me the quite simple connotation of being merely a con- 
stitutional disposition to suffer, even during normal health, 
prolonged cycles of moods, on the one hand, of a feeling of 
enhanced potency, on the other, of a feeling of inadequacy. 
Understood in this way it implies in no measure an altruistic 
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character and in the manic-depressive patient it is conjoined, 
quite contrarily, with E-disposition. 

Professor McDougall has propounded an interesting theory 
concerning schizophrenia, according to which this disorder is 
essentially determined and characterized by a continual dead- 
lock between assertion and submission which expresses itself 
in a blocking of outwardly directed purposive activity and a 
prompting of the sufferer to expend his energies in futile 
dream, this blocking in some cases producing an accumulation 
of energy to the breaking point when there occur explosive 
unloadings in violent acts. I quote a few paragraphs from 
McDougall on this topic: 

‘*. , . The schizoid is characterized by an undue touchiness 
of the self, together with an incapacity for normal emotional 
rapport with other persons. 

‘*Now, the maintenance of normal social relations, normal 
rapport, is rendered possible only by a balanced harmonious 
development of the sentiment of self-regard; in normal 
healthy development we learn to oscillate smoothly and read- 
ily between self-assertion and submission, the excess of either 
tendency being prevented by the codperation of the other; 
towards certain persons and certain phases of other personal- 
ities we are deferential, admiring, docile, submissive; towards 
others, or other phases, we are self-assertive and dominating; 
in either case the affect expresses itself freely. The normal 
youth learns, through a thousand experimental approaches to 
other persons, to distinguish between those to whom he must 
defer and those over against whom he can assert himself; and 
thus he learns to range himself in his due place in the social 
order. But the schizoid never learns to range himself com- 
fortably in his due place; and, in spite of the strength of his 
self-regarding affects, they obtain no free and natural expres- 
sion. The self-regarding affects are, as it were, nipped in the 
bud, inadequately expressed; their expressions are repressed. 

‘*In analysing the compound affects I described the state 
that we call ‘bashfulness’ or ‘embarrassment’ as a compound 
or blend of the opposed affects of self-assertion and submis- 
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sion. The schizothyme is a person who is more prone than the 
average man to this paralysing condition of ‘embarrassment.’ 
He is constantly concerned with himself; constantly desiring 
to assert himself, yet constantly failing to do so by reason 
of inner inhibition. 

“‘The name that we give to a more pronounced degree of 
such embarrassment, more especially when it occurs in chil- 
dren, is sulking. The sulking child (or adult) is one whose 
self-feelings are wounded; his self-assertive tendency has been 
thwarted, he broods over the insult or injury; but he can 
neither assert himself energetically in new efforts, nor frankly 
accept the rebuff and yield to superior force: unable to accept 
a rebuff with deference, or respect, or admiration, he with- 
draws from all social contact and broods, a prey to a painful 
conflict in the very citadel of his personality, his sentiment of 
self-regard; all interest in the outer world arrested, all outer 
activity paralysed. 

‘‘Embarrassment is a fleeting though painful conflict be- 
tween the self-regarding affects; sulking is a deadlock between 
them. And ‘sulking’ is a dangerous condition, already half- 
way to disorder. In children it normally terminates with the 
victory of one or other impulse, with an outbreak of naught- 
iness and violent self-assertion, or in a scene of reconciliation 
in which the child sobs on his mother’s shoulder and promises 
to be good. In the adult, sulking is apt to terminate more 
tragically than in the child. The sulking, the self-absorbed 
brooding over slights or insults, may terminate in an outbreak 
of vengeful violence; as in the introverted Malay, who after 
sulking (like Achilles in his tent) takes his kris and runs 
amok, cutting down every human being he meets, until he is 
himself cut down. I am suggesting that the schizophrenic 
state is essentially a morbidly exaggerated and prolonged state 
of sulking; and that the sudden outbreaks of violence which 
such patients are liable to, even those that seem utterly 
apathetic, are strictly comparable to the amok in which the 
sulking of the shy, sensitive, introverted Malay is apt to 
terminate. ... | 
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‘‘The perpetual preoccupation with self is the intellectual 
expression of this locked conflict of the opposed impulses; the 
energy, the hormé, or libido (in Jung’s, not Freud ’s, sense), of 
the schizophrenic is consumed, in this conflict, in generating 
ineffective fantasies of his own sufferings and his own great- 
ness. .. . Hence, as Kretschmer says, the autopsychic reso- 
nance predominates more and more over the allopsychie, or, in 
other words, the patient loses interest in all other topics than 
himself; the outer world becomes unreal to him, and he lives 
in his fantasies alone. But, with the continuance month after 
month and year after year of this fantastic self-absorbed 
brooding, which never finds free outward expression in effect- 
ive action, but revolves always in the circle of incomplete 
inward activity, the mental powers in general atrophy, the 
life of rich fantasy gives place to an increasing dementia, 
until the patient ‘glimmers dimly in a corner of the asylum, 
dull-witted as a cow’ ’’ (Bib. ref. 17, p. 387). 

In favour of Professor McDougall’s theory stands the fact 
that it offers a plausible interpretation of the catatonic 
ecstasies. Against the theory I beg to hold up the two follow- 
ing arguments. 

First, the theory seems to have no application to the con- 
tinually extroactive types of schizophrene, the silly heb- 
ephrenic and the paranoid (Conduct Types IIA and IIB). It 
is true that even in these types there is often manifested an 
awkwardness of social expression which apparently indicates 
conflict, but it is difficult, particularly in the case of a par- 
anoid schizophrene, to conceive of this awkwardness as an 
expression of conflict between assertion and submission. The 
desire for assertion is paramount in these patients, and the 
hesitant and theatrical conduct seems to be determined merely 
by a conflict as to the most impressive route of self-display. 
More probable than to interpret the awkwardness of certain 
paranoid cases as being due to true embarrassment, in the 
sense which McDougall gives to this term, would seem to be to 
explain it by the enhanced liability of being continually ex- 
tremely self-conscious, a trait characteristic of the intro- 
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spective egotist. I refer the reader, in this connection, to the 
discussion of these matters that I have given on an earlier 
page in this study, when I dealt in general with reaction 
modes of egotism. Professor McDougall may recall an occa- 
sion at McLean Hospital when Mr. Max, the musician, per- 
formed on the piano before him and a group of his students. 
Mr. Max displayed the typical awkward conduct that I have 
referred to above, but the possibility is entirely excluded, in 
view of his enhanced notions of his own eminence, that this 
awkward, conduct could be due to a blocking of his self-asser- 
tive impulse by the submissive tendency. The only possible 
interpretation is that his conduct had lost freedom and grace 
because too much consideration was given to each of its phases 
and, consequently, undue deliberation became introduced 
which counteracted a smooth and freely progressing per- 
formance. 

The second defect of Professor McDougall’s theory is that 
it fails to explain how dream becomes reality to the schizo- 
phrene. It neglects to acknowledge the point I have made so 
emphatically, namely, that there is involved in the develop- 
ment of schizophrenia a process of repression of the R-func- 
tion, a repression which, when successfully accomplished, 
eradicates the border between dream and reality, making the 
former equivalent to the latter. 

To Professor McDougall constitutional introversion is of 
significance for the schizophrenic disorder. He states as his 
belief that ‘‘Schizophrenia belongs, with Neurasthenia, in the 
group of disorders to which the introvert type (of Jung) or 
the schizothymic or schizoid type (of Kretschmer) are pecul- 
larly liable.’?’ He repudiates, however, Jung’s viéw that 
schizophrenia is merely the outcome of extreme introversion 
and holds that the schizoid suffers from introversion plus 
something else, and this something else he suggests is egocen- 
tricity. To quote: 

‘« , . Is there not some fundamental difference between the 
simple introvert and the schizoid type? If not, how can we 
understand the fact that so many markedly introverted men 
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go through life successfully? If we accept Jung’s view that 
Schizophrenia is merely an excessive degree of introversion, 
how shall we distinguish between neurasthenia and schizo- 
phrenia? According to Jung’s view the latter would seem to 
be merely a deeper degree of the former. That view seems to 
me inadequate. There are markedly introverted men who are 
not schizoid, i.e., are not prone to schizophrenic disorder, 
though they are very liable to neurasthenia. I suggest that 
the schizoid type, the type peculiarly liable to schizophrenic 
disorder, is not merely introverted, as Jung would have it; but 
possesses also a further peculiarity. The schizoid, then, would 
seem to be an introvert who is predisposed to Schizophrenia, 
not only by his introversion, but by an additional peculiarity 
of constitution, namely, his ego-centricity. Jung asserts ‘com- 
plexes and involuntary ego-centricity are inseparable rec- 
iprocities.’ Now, it is true that the simple introvert inclines 
to.be more self-reflective than the extrovert, as he is in general 
more given to reflection; but there is a difference between 
healthy self-reflection and the ego-centricity of the schizoid. 
The simple introvert may maintain good rapport with his fel- 
lows; he may give and take, may sympathise, may respect and 
admire and reverence; and he may be humorous, though in a 
more restrained fashion than the extrovert: but to the ego- 
centric introvert, who is the schizoid, these things are impos- 
sible by reason of a fault in the development of his character’’ 
(Bib. ref. 17, p. 391). 

It is not fully clear to me if Professor McDougall considers 
the ego-centricity, which together with introversion makes 
for the schizoid, as determined in itself by a constitutional 
agent or if he holds it to be a trait which is prone to evolve 
in the introvert under certain psychogenic influence. If the 
former is the case, I believe he would be willing to accede that 
the constitutional agent which predisposes ego-centricity may 
well be my E-disposition. With such admission on Profes- 
sor MecDougall’s part, his view and mine would approach in 
one respect, while in another they would still diverge. For, 
against the alleged significance of introversion in the schizo- 
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phrenic disorder, I would continue to point to the numerous 
cases whom I have found to be definitely extroactive, both 
pre-psychotically and during their psychosis. 

My former colleague, Dr. J. C. Whitehorn of McLean Hos- 
pital, once suggested to me that perhaps one of the constitu- 
tional factors in schizophrenia may be an innate weakness of 
the curiosity impulse. He held in mind that the schizophrenic 
patient seems to be completely disinterested in the true rela- 
tion of object to object, as is expressed in his attitude of com- 
plete non-understanding towards any contra-arguments aim- 
ing at the destruction of his delusional system. It is an 
interesting suggestion but against it I advance the observation 
that previously to the perfection of the subjective reality- 
sphere, there is a period when the patient really appreciates 
the relation of object to object. Indeed, this appreciation even 
throws him into severe intellectual conflict, or doubt, which 
is relieved first when the R-function, this important deriv- 
ative from the primitive curiosity impulse, is successfully 
inhibited by repression. 

I have critically commented upon and partly rejected three 
different suggestions as to the nature of the second constitu- 
tional factor in schizophrenia: Kretschmer’s suggestion, the 
one of Professor McDougall and that of J. C. Whitehorn. 
And yet, I remain convinced that we have to assume such a 
second factor. The character and significance of this factor 
I shall attempt to lay bare in the latter part of this chapter. 

In chapter IV of this study, the chapter on the psychology 
of delusions, I pointed out on the one hand a kinship between 
delusion formation and certain typical hysterical disorder- 
symptoms, more especially the functional anaesthesia and the 
functional amnesia, and on the other hand, a very significant 
difference between all these three functional aberrations and 
the symptoms of obsessional psychogenic disorder. 

For the sake of my subsequent discussion, I shall re-state 
here these relations. 

The reader will remember that in the case of delusion 
formation we have to do with a highly complex situation of 
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cause and effect. We have a primary causative mental system 
which is a wish to escape from painful self-recognition; a 
system which gradually functions less and less consciously 
but which even when functioning quite unconsciously works 
in two directions. It generates fantasies that are ambivalent 
to the context of the painful self-recognition, but it also effects 
an inhibition of the R-function whenever the latter is on the 
verge of inducing doubt as to the reality of the false belief. 
It thus modifies the meaning of any proposition that is objec- 
tively incompatible with the delusion. In the case of func- 
tional anaesthesia and functional amnesia we have a situation 
that in essential respects is parallel to the one just discussed. 
In both instances, just as in the case of delusion-formation, we 
have an unconscious causative system which effects by a proc- 
ess of inhibition or repression, a modification of meaning of 
experience. In both instances, just as in the case of delusion 
formation, this causative agent is an egotistic wish to escape. 
In the case of functional anaesthesia the unconscious system 
effects an inhibition of any response whatsoever to impressions 
in a certain sensory field, thus depriving these impressions 
completely of meaning and making them pass entirely unno- 
ticed by the afflicted. In the case of functional amnesia the 
causative system effects an inhibition of the very striving 
which is adequate to a passed event, thus depriving the recol- 
lection of the latter of all feeling of ego-reference and result- 
ing in a negative conviction on the side of the afflicted that 
the event, if told to him, is part of his own personal experience. 

The important difference between the three related func- 
tional aberrations here compared and the functional obses- 
sional disorder-symptoms lies in the fact that in the instance 
of the latter the causative complex produces nothing beyond 
its own contex, as was true in the former case. The obses- 
sional symptom is merely a direct reflection of a fragment of 
the complex, whether the symptom is a phobia, an obsessional 
anxiety or doubt, or a compulsion, or an automatism of the 
muscular or physiological system. 

I now suggest as a working hypothesis that this evident 
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kinship between delusion formation and the two hysterical 
disorder-symptoms is an expression of a constitutional mental 
characteristic which is common to the schizophrene and the 
hysterical. I also suggest that this common feature is exactly 
the constitutional trart which has been ascribed of old to the 
hysterical individual as an explanation of the difference of his 
reaction from that of the obsessional type. I accept accord- 
ingly the notion that there is an hysterical and an obsessional 
type of man, with the addition that I class the schizophrene 
with the former group. If we want to continue to use the term 
schizoid, we should acknowledge, then, the identity of the 
schizoid and the hysterical trait. This trait like the obses- 
sional can only be described in its manifestations, and I can 
offer, at present, no speculation that throws further theoretical 
light upon its ultimate nature. All that can be said is that 
it accounts for the fact that the schizophrene, just as the hys- 
terical, succeeds in attaining final relief, escape, satisfaction 
in his disease, by endeavouring to build up a very specific, 
automatically working inhibitory mechanism which easily 
relieves acute conflict in favour of the egotistic wish, a state 
that the obsessional case never accomplishes. 

This trait explains the difference between the schizophrene 
and the successful egotist, the one who, instead of escaping 
from conflicts with his fellow-beings by flight into disease, 
adjusts with positive effort his environment to his purposes by 
a kind of compromise in objective reality. It accounts also 
for the difference between the schizophrene and the artist who, 
in spite of professional indulgence in fantasy, never loses his: 
power of discriminating between dream and reality. It finally 
distinguishes the potentially schizophrene from the neuras- 
thenie character. The fact that the schizophrene succeeds in: 
repressing the R-function and thus in developing his sub- 
jective reality-sphere indicates a cessation of his difficulties: 
and conflicts. He is capable of accomplishing this repression 
by virtue of his schizoid make-up. The neurasthenic fails to 
evade his difficulty in the same way or in any other way 
characteristic of the hysteric, because although an egotist he 
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lacks the schizoid trait as defined above. Thus, he remains 
unhappy and depressed, a danger to himself, while the schizo- 
phrene creates his own Eldorado in which his wish is the 
lex loct. 

This theory implies definitely a grouping of schizophrenia 
with hysteria as related disorders, a grouping which is con- 
trary to the current opinion of the British school of psychol- 
ogy as represented by Professor McDougall. For the British 
seem to feel that hysteria and manic-depressive disorder are 
akin, while schizophrenia is related to and grouped with neu- 
rasthenia and the obsessional neuroses. On the other hand, 
there are many psychiatrists of prominence who have empha- 
sized the similarity between hysteria and schizophrenia. C. G. 
Jung in his early monograph on dementia precox takes this 
latter standpoint (Bib. ref. 7). 

I throw this theory of the second constitutional factor in 
schizophrenia into the world for what it may be worth. If it 
should fall in the future, I trust that it will have been over- 
thrown by new discoveries in psychopathology, to the promo- 
tion of which I hope it may contribute. If such be the case, 
it has served its purpose as a temporary working hypothesis. 


CHAPTER VIII 


THE THEORY OF SCHIZOPHRENIA COMPLETED 


In this last chapter I shall attempt to close the chain of my 
reasoning by summarizing concisely my full theory of schiz- 
ophrenia; in other words, I shall try to complete the contour 
of the star, the extremities of which are represented by the 
different points of approach to the problems of the psychosis 
that I have adopted in the various preceding parts of my 
study. 

A son of man is born an egotist. Technically speaking, 
he is born with E-disposition which means a disposition in 
_ which by birth the protective instinct is weak or absent and 
the submissive impulse is also of undue weakness. He is born, 
too, with this peculiar trait that characterizes the hysterical 
individual, this mysterious X of which we only know that it 
_ predisposes a man to develop a very specific state of subcon- 
scious inhibition which by modifying the meaning of experi- 
ence produces a disease-symptom that is not merely a partial 
reflection of the contex of a complex. ‘** 

The former defect, the E-disposition, influences his entire 
growth of personality. In the first place, because of it, he is 
incapacitated, to sublimate; the integration of his mind comes 
to involve merely the process of repression. He is not capable 
of accepting the ideals of his group because these ideals attain 
meaning only if they are charged with energy from the great 
protective instinctive impulse. Instead, his mind will become 
increasingly dominated by purely egotistic interests and, 
finally, his character will represent a hierarchy of sentiments 
ruled by a purely selfish master impulse. This failure of 
altruistic character development will be clearly manifested 
throughout his life. From childhood he will display egotism 
in all his activities, in all his desires; and as the necessity of 
life forces him to certain social adjustment, this adjustment 
will not imply a real whole-hearted entrance into the stream of 
interests of his fellow-beings; it will imply, rather, that by 
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repression he succeeds in adopting a mask of social propriety 
which superficially hides his egotistic master trend, and pre- 
vents the crudest friction with his group, a mask that on any 
occasion, when it can be thrown off without injury, is imme- | 
diately cast aside. 

Sooner or later life will deal harshly with this son of man. 
The hiding mask of submission to the ideals of the group is 
transparent and reflections of the true egotism penetrate it 
repeatedly. On such occasions he is thwarted by his group 
and he fails to satisfy his egotistic desire. This forces upon 
him the painful self-recognition of inferiority, or if his desire 
is judged as shameful by the group, the painful self-recog- 
nition of guilt. A hard school, indeed, of forced restraint 
and frequent disappointment is the school within the walls — 
of which he is benched. He is opposed continually in his \\ 
selfish wishes and yet he cannot wish otherwise. He suffers 
friction with his fellowmen along the whole front-line of his 
activities and the more irresistibly he is stirred by an urge, 
the more painful will be his defeat by the disapproving group. 

Being an egotist this son of man is extremely sensitive 
and his hurt is magnified. Being an egotist he is also funda- 
mentally alone, has nobody to confide in, and his hurt is still 
further magnified. His first morbid reaction to his miserable 
situation is social withdrawal accompanied by compensatory 
day-dreaming. This withdrawal oftentimes takes on the ap-\ 
pearance of a change of personality (in reality it is not). It 
may set in at different ages. It may appear as early as in his 
childhood, but also later. If he is a spoiled child who by 
weak parents has been allowed to give full vent to his egotistic 
cravings during the major part of his childhood, his social 
difficulties may be postponed. Sooner or later, however, dis- 
appointing experiences will face him, if not earlier, at least 
when he leaves home. Such a situation, accordingly, may 
date his beginning seclusiveness to the latter part of boyhood. 
Frequently, the age of puberty is critical to this son of man. 
At this time more than ever he would need to be able to 
sublimate in order to control and to integrate properly the 
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growing desires of sexual maturation. This not being the 
case, he is liable to fall, more and more, into indulgence in 
imaginary wish-gratification. With his sexual fantasy be- 
comes intermingled the dream of eminence or the dream of 
persecution, the two phantasmagories which are ambivalent 
to his feelings of inferiority and of guilt. 

In order to allow the day-dream to continue undisturbedly, 
he withdraws increasingly from social relations. The dereism 
conjoined with social withdrawal already foreshadows his 
psychosis. The day-dreaming grows into a more and more 
domineering habit and, finally, it fills the major part of his 
waking life. Yet, the habit is only meagerly satisfying. 
Dream is still dream and the desire remains fundamentally 
ungratified. The merely imaginary fulfilment of his wishes 
cannot subdue nor extinguish the vital hunger. Gratification 
can be reached first after the involvement in the evolution of 
his disease of a new constituent, namely, the repression of a 
very specific normal function, the R-function. Only through 
such repression can the dream become equivalent with reality, 
and thus a fully satisfactory substitute for it. This repression 
does not take place without struggle; the abandonment of 
rational consideration of events 1s not a smooth process. There 
are frequent moments of solitude when his fantasies are inter- 
rupted by the enforcement of normal appreciation of expe- 
rience, and immediately the dream retreats to the sphere of 
the shadows and does not satisfy any longer. And again the 
pangs of non-gratified wishes fret this son of man. During 
this period of conflict he is exaggeratedly unhappy. The con- 
flict exhausts him and he may develop a typical simple neu- 
rasthenia characterized by headache and feeling of fatigue and 
of general mental depression. Gradually, however, he suc- 
ceeds in accomplishing effective repression of the R-function, 
and from that moment on his distress is relieved. His repres- 
sion establishes this peculiar typically hysterical situation in 
which an inhibitory mechanism becomes a smoothly and easily 
working subconscious, automatic, ergetic system; and this re- 
sult is promoted, we have to assume, by a constitutional pecul- 
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iarity which he shares with the hysterical individual. Free 
route is now open to him to attain full gratification of his 
egotistic wishes in a subjective world that can be readily 
moulded by his desires to fit his purposes, yet one that to him 
is fully real. For him dream is no longer dream; it is reality. 
But, lo, the rejoicing in mere dream revenges itself. This son 
of man dements; he dements because the subjective reality- 
sphere in which he lives offers no resistance, demands from 
him no effort and no sufficient exercise of higher mental func- 
tion; the more exclusively he dwells in pure dream, the less in 
actual reality, the faster he dements. And so, finally, he, the 
son of man, reaches a stage when he is merely a bundle of 
metabolising physiological tissue. Sic itur ad astra. 
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schizophrenic development, theoretically interpreted. 
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